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Mr. CHAIRMAN AND FRIENDs: It is a trite saying that no one 
is consulted about the date or the place of birth, nor the number of 
his days—whether they shall be short, or by a kindly Providence 
be prolonged. It is another proverbial utterance that it is as 
much in the natural ordering of things that there shall be limita- 
tions and endings of the life of man, or of his activities, as that 
he shall be brought into being. 

Four years ago, when an intimation was given out that a desire 
existed to take some notice of the term of my hospital service, a 
postponement was asked, if any such serious intention was to be 
carried out, until the completion of a period of fifty years of duty 
in a hospital for the insane. 

If such an event is to be considered creditable and worthy of 
this commemorative occasion, then it should be remembered in 
this connection that it could only have been possible—and I would 
emphasize the fact—through a conservative policy of the boards 
of managers under whom I have served, whose confidence it has 
been my privilege to enjoy. In giving a physician a reasonably 
secure tenure of office, these boards have established a most credit- 
able precedent that is a protest against changes due to the corrod- 
ing and degenerating influences of medical or State politics, or 
against changes due to capriciousness, or those schemes that are 
promoted on the hypothesis that change is necessarily an element 
of reform or improvement. 


*Remarks at a dinner given to Dr. John B. Chapin, Philadelphia, 
December 1, 1904, to celebrate the completion of half a century in hospitals 
for the insane. 
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Whatever may have been in mind four years ago, the predes- 
tined years have come and gone, yet happily have been the means 
of bringing together this company of friends on the occasion of 
an anniversary observance of great personal interest. For my- 
self, it can be stated that my appearance here is unintentional, that 
I had no “imperative conception,” no “irresistible impulse ” to 
execute, nor a single grievance that would justify the infliction of 
any remarks on an occasion like the present. If innocently and 
unconsciously on my part a precedent shall now be established, 
it is one that in the mutability of affairs can hardly be expected to 
be frequently repeated. 

Some here present have laid aside their usual duties, and others 
at a sacrifice of precious time and convenience have journeyed 
here at the bidding of your committee of invitation. You have 
stood by me in former days, and though years have elapsed, we 
are standing together again. The first impulse of my heart, its 
normal reflex action, is to thank you, my friends, for your gra- 
cious reception and for the kind words that have been spoken by 
your chairman. Who could be insensible to the homage you 
have done by this spontaneous gathering? Who could be un- 
moved at the approach of a period of life when its activities and 
its very existence have their limitations, and the shadows are 
lengthening and “even the grasshopper shall be a burden,” that 
an assembly of chosen friends should meet to brighten by their 
words of cheer the way during all the days that remain? Words 
are inadequate, and but faintly express the emotions that are 
uppermost in the human breast on an occasion like the present, 
which will be cherished while sense and memory remain. Al- 
ready there are obligations incurred which if good resolutions 
prevail, and the gift of persistence continues, shall be surely can- 
celled. As I have looked upon the roll of octogenarians, non- 
agenarians, and even centenarians who make up my ancestral 
tree—a most serious aspect of one’s inheritance to contemplate— 
I may surely promise that if not present with you when you have 
reached the half-century mark of your active life, I shall be with 
you in spirit if not in the body. 

It is to seek a far-away date, to go back fifty years in one’s life. 
In October, 1854, a general hospital service of four years in the 
New York Hospital, with interruptions of brief duration to attend 
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the college lecture courses, had just been completed. The New 
York Hospital, now on Sixteenth Street, was then located on 
Broadway at the head of Pearl Street, one mile below Bleecker 
Street and about one mile from the Battery, where young physi- 
cians of that day hoped to live before they died. The medical 
and surgical service of the New York Hospital of that day was 
large, active and varied, and to a young physician just entering 
upon the practice of his profession was one of greatest attraction 
and professional interest. During the period between 1850 and 
1854, the ships from England were crowded with starving Irish 
emigrants—thousands of whom, stricken with infectious typhus 
fever, were received into the Immigration Hospital sheds on 
Ward’s Island, the Staten Island Quarantine Hospital, the New 
York Hospital, and Bellevue Hospital, in the city of New York. 
On the walls of the College of Physicians and Surgeons there are 
recorded the names of fourteen young physicians—residents in 
the several hospitals—who perished of this fever contracted in 
the performance of their professional attendance upon these 
wretched and, in so many instances, unknown persons. Many of 
these young men were my associates and friends, possessed of all 
the aspirations and ambitions that belong to early manhood. The 
tablet that bears their names has inscribed upon it a commemora- 
tive phrase, “ Haec Mea Ornamenta Sunt.” ‘The fast-sailing 
clippers from the far east under an arrangement with the United 
States Government, brought many sailors and others to the hos- 
pital with obscure forms of malarial disease, and the semi-monthly 
California steamers contributed hundreds of cases sick with what 
was then called “ Chagres ” and “ Panama fever,” of the greatest 
interest—obscure then and at the present day. 

According to the annual report of the New York Hospital for 
1854, the last year of the prevalence of typhus fever, seventy- 
seven cases of that disease were treated, thirty-four cases of 
Asiatic cholera, and five cases of yellow fever—forms of disease 
now seldom or never observed by physicians in this latitude. Pneu- 
monia was not then so dreaded or fatal as at the present period, 
as eighty-three per cent were discharged recovered in the same 
year. On the other hand, diphtheria and appendicitis, then un- 
known or not generally recognized, in these latter days have 
enabled the physician and surgeon to display the splendid triumphs 
of science and skill in saving human life. 
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Even at that day, like the early glimmerings of dawn before 
the day, there was some crude theorizing about the nature of con- 
tagion and the communicability of disease. Some wards of the 
hospital were closed, and some corners of wards were recognized 
as so highly infected as to be fatal to the successive occupants of 
the beds. With a view to the destruction of the contagion, what- 
ever was its nature, it is remembered that the walls were treated 
to a wash containing an excess of sulphurous acid, the principal 
and only result of which was to produce a dark blue-black shade 
of a very depressing and suggestive funereal character. In this 
connection may be recalled the theory of Prof. John K. Mitchell, 
of this city, of the supposed agency of cryptogamous plants in 
the production of marsh malarial diseases, which he was in the 
habit of presenting to his classes, not as a part of his course, but 
as indulging in his liberty of theorizing. In the absence of a 
laboratory with its modern equipment, there was, however, much 
zeal in the study of pathology as revealed in post-mortem exami- 
nations. It was the rule of the hospital that permission to make 
post-mortem examinations should be granted by friends of the 
patient, but when there were no friends, the superintendent was 
empowered to permit them. One of the chiefs of the medical 
division, my preceptor, Dr. Swett, when on duty first entered the 
office of the superintendent to make inquiries if any deaths had 
occurred and whether there were any friends of the deceased. If 
there was no objection made, the doctor, with his staff of three, at 
once entered upon his pathological work. Sometimes there was 
more zeal than pathology, and it was said of Dr. Swett that after 
witnessing one of Forrest’s delineations of the tragical end of 
one of his villains in the Broadway Theatre, probably in an absent- 
minded moment, he rose in the audience to ask if the deceased 
had any friends. 

A general hospital experience and familiarity with its executive 
administration was at that day as good a preparation for service 
in a hospital for the insane as it would be at the present day. The 
transfer from the wards of a general hospital to the medical care 
of two hundred and fifty patients in the State Lunatic Hospital 
at Utica, in 1854, was, however, a new and novel experience. To 
the novelty of the new office was added the then pleasurable sen- 
sation of receiving one dollar and thirty-seven cents for every 


| 
| 
| 


1905 | JOHN B. CHAPIN 403 


day’s duty, including Sundays, which modest sum the State fixed 
as a suitable compensation for an assistant physician. It was a 
new experience to render a medical service to patients who were 
physically able to walk about the wards, to perform in many cases 
manual labor and other things properly, yet whose chief infirmity 
consisted of such disorder of the mind as to render them to 
a degree non-viable in an organized community. As the new 
experiences and novelty wore away, there came the strange sensa- 
tion, which has probably come to others here present, of con- 
fronting the medical aspects and problems of abnormal and dis- 
ordered operations of the human mind, as well as the sociological 
questions that relate to the care of the insane. The truism and 
conviction, trite as it may be, may be expressed in this connection, 
that as all of the duties pertaining to the various offices about a 
hospital might be performed indefinitely in a perfunctory man- 
ner, yet he who would hope to succeed in his chosen work, who 
would aim in a higher sense to perform in a magnanimous man- 
ner his professional obligations to his day and generation, as 
they may come to him, should not fail to acquire in addition to 
his medical equipment a knowledge of every detail of hospital 
administration, with the confident assurance and hope that the 
valuable experience he has obtained will soon or late be in de- 
mand. 

The period of four years at the Utica State Hospital seems 
now to have been a preparation for another work in the estab- 
lishment of Brigham Hall, a hospital for the insane, in association 
with the late Dr. George Cook. It can now be stated that it is 
believed this was the first institution incorporated as a hospital 
for the insane in New York or in any State of our country, the 
usual designation then being an “asylum” or “lunatic asylum.” 
A service of ten years in this connection furnished the opportunity 
of study and actual preparation of broader plans for another field 
which were destined to change and revolutionize the lunacy sys- 
tem of New York State, and perhaps plans in other States. 

The number of State and incorporated hospitals for the insane 
in 1854 did not exceed twenty-seven. There had been but little 
practical experience with plans on this side of the Atlantic. Phy- 
sicians of an earlier period were accustomed to go abroad to 
acquire that knowledge of their profession which could not be 
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obtained at home. The hospitals and many institutions of Paris 
largely resorted to, were then under the influence of religious 
orders. It was quite natural that their monastic residences should 
have suggested the quadrangular-planned structures for the asy- 
lums for the insane which were at first closely followed in 
America. Examples of these structures were to be seen at 
Worcester, Mass. ; Columbus, Ohio; Utica, N. Y., and elsewhere.’ 

The AMERICAN JOURNAL OF INSANITY was commenced in 1844 
by Dr. Amariah Brigham. It was the first journal and organ of | 
the specialty devoted to insanity in our country. The completed 
series now forms the most valuable repository of the history, 
periodical literature, and of contributions devoted to insanity, 
that we possess. Its publication was continued after the death : 
of Dr. Brigham, the editorial duties being assumed by the medical | 
officers of the Utica State Hospital, who thus received a special 
training, the indirect results of which have been shown by their 
accomplished successors, who performed the self-imposed work 
for a period of forty-four years, until its responsible care was 
undertaken by the Council of the American Medico-Psychological 
Association. In this galaxy or group I would place Drs. Gray, 

Blumer, Andrews, and your chairman, Dr. Brush, together with 
others. 

The advantages to be derived from conferences and associated S 
co-operation were early appreciated by those engaged in a similar 
field of work, and led to the formation in 1844 of the Association 
of Physicians and Superintendents of Hospitals for the Insane. 

It is a notable circumstance, as the statement is assumed to be 
correct, that this was the first national medical organization 
formed in America. The formal meeting for organization was 
held in Jones’ Hotel in the city of Philadelphia. (Who in this 
company can now recall the location of that hotel?) On the 
evening before the meeting a preliminary conference was held 


* The Pennsylvania Hospital has made provision for the insane since i 
its opening in 1751, and since 1841, in its separate buildings in West Phila- 
delphia. The Friends’ Asylum was opened in 1817. Virginia erected a 
State asylum in 1773. South Carolina in 1827. The Ohio State Asylum 
was opened in 1836, Worcester Asylum in 1832, and the State Asylum at 
Utica in 1843. Pennsylvania made no public provision for the insane until 
1850. 
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in the house on the grounds of the Pennsylvania Hospital for 
the Insane occupied by the physician, Dr. Kirkbride. The meet- 
ing was attended by thirteen physicians. It has seemed that 
their presence there has left a blessing upon the house with its 
hallowed associations. It has seemed that their spirits may have 
possibly continued to abide there and may still commune together 
to guide and inspire the occupants of the venerable mansion. It 
has been counted among the precious privileges that have been 
mine, to have personally met and known nine of the thirteen 
founders of the association, and to have derived valuable lessons 
of duty and service from them. The memory of the life-work of 
the founders, their high sense of public and private duty, their 
devotion to the interests of the insane, their aspirations, their 
direct influence upon legislation affecting the welfare of the 
insane in all of the States, have produced almost a fetish-like 
reverence for those immortals whose high ideals are the type of 
greatest manhood for all time. 

Following the creation of the association of hospital physicians 
in 1844, the study of insanity received a marked impulse, and a 
special department of medical practice began to be outlined until 
it was recognized as a distinct specialty or department. What 
has been accomplished in this country in accordance with the prin- 
ciples of that association has been done within the brief period of 
sixty years—fifty of which spent in various professional relations 
in hospitals devoted to their care you now commemorate. At 
the close of a term of service which is beyond the usual average 
duration of professional and official activities, the question has 
often recurred, as it may have come to others as years elapsed, 
whether life has been worth living? Whether by means of it any 
contribution has been made that has worked to the welfare of 
humanity? Whether any contribution has been made toward 
the solution of the many problems of our specialty that yet remain 
obscure, and which may so continue forever? Whether barriers 
that have long hindered progress have been lowered so that any 
advance can be made, or whether life was but to come by a mani- 
festation of an inscrutable force, and after its little activities were 
expended then to be annihilated and to leave no trace behind? 
While much might be expected at the expiration of fifty years 
of hospital life among the insane, the record is at last about made 
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up, and we might be permitted to rest in silence, yet it might be 
fair to let the party who is now arraigned here in the company of 
his friends present in his own way a side of his own case, even at 
the risk of some personal allusions and of recalling some familiar 
history. A statement is recalled, in this connection, which might 
be a sufficient precedent to follow, made to me by the late Colonel 
Alexander Biddle, a manager of the Pennsylvania Hospital, who 
commanded a brigade which held an important position on the 
field at Gettysburg. At the close of the engagement, as he stated, 
he was directed to make a report. He sat for some time before 
his blank sheets and then simply wrote in the few words I am 
now using that he proceeded to the points to which he had been 
ordered, where he remained with his command until the close of 
the battle. He added in comment and conversation that he had 
read so many versions of this critical battle that he had since 
almost concluded that he had not been a participant. In this 
terse report we would read the summing up of many a life-work 
that records a victory in the simple and quiet performance of duty 
as it has come, and as responsibilities have been assumed and 
discharged to the extent that endowments have been bestowed. 
In 1854, there was one State hospital in New York. It was not 
compulsory but optional with a public officer to commit the insane 
poor to that institution, or to an almshouse. A limited number 
only were received, and if recovery did not take place, they were 
transferred to the county almshouse. The poorhouse also received 
recent cases and by constant accretions it grew and became in- 
trenched because the public conscience was not aroused and was 
silent under a system that placed a questionable economy ahead 
of a sense of public duty. The county poorhouse was a primitive 
organization which gave shelter under the same roof and manage- 
ment to the aged, the infirm, the respectable and depraved poor, 
orphans, infants, the insane, idiots, the dissolute degenerate class, 
and others who were dependents from any cause. Can any one 
look upon the great, overcrowded, congested almshouse and hos- 
pital of our own city without observing right here in our midst, 
that saving the splendid service which is rendered by physicians 
and surgeons, we have an institution that may be a study of the 
primitive almshouse, on a somewhat enlarged scale, of the early 
days of this and other States? Who has ever contemplated 
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any of these abodes of wretchedness without mingled feelings of 
civic shame, indignation and sympathy ? 

It is no matter of surprise that in 1854, and for ten years suc- 
ceeding, the betterment of the care of the insane poor in New 
York State was a dominant problem in the minds of physicians 
and persons benevolently inclined when the public conscience 
was once fairly awakened, for there were as many then in chains 
in the poorhouses of that State as when Pinel removed the iron 
restraints at the Salpétriére in 1792. 

It may be a pardonable divergence to state a bit of history which 
is not generally known, or if known, not often recalled; that in 
the winter of 1865, the New York State Agricultural College, 
located at what is now called the hamlet of Willard, was in a con- 
dition of collapse and hopelessly insolvent. The president was 
the provost marshal-general of the Army of the Potomac. The 
students had long deserted the so-called college, going across fields 
in 1861 in their haste to swell the ranks of the army. There was 
a grant of land from the public domain of generous proportions 
then awaiting designation by the State government, that might be 
claimed by the insolvent college in accordance with the intent of 
Congress. It was an intentional coincidence, perhaps, that two 
bills were introduced into the Legislature of 1865, that eventually 
became laws, making progress with equal steps to their final 
passage. One of the bills contemplated the creation of an asylum 
for the chronic insane to be located on the Agricultural College 
farm, if it were found a suitable site by a commission of three to 
be named by the Governor, of which I was made a member. The 
other bill was an act to create a university to bear the name of 
the founder, Ezra Cornell, who promised an endowment, consid- 
ered liberal in that day, provided the land-grant named above 
might be diverted and become an addition to the proposed gift. 
The Senate of that day had among its members three men—Hon. 
Charles J. Folger, Hon. Andrew D. White and Hon. Ezra Cor- 
nell—who constituted by their influence and endowments of civic 
virtue a triumvirate capable of controlling and directing legisla- 
tion into wise channels. To their powerful influence the State of 
New York and the whole country are indebted mainly for the 
beneficial results that were to flow from their united support— 
the creation of the Willard State Hospital and the Cornell Uni- 
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versity. If there has been one act performed in my life attended 
with a sense of thankfulness, it is to have been permitted to insert 
in the Willard law principles that have been recognized as the 
policy of that State in the care of its insane; principles which de- 
clared for the transfer of the insane from county poorhouses to 
the newly-created institution, made it mandatory to send all recent 
cases to a hospital, and that extended the mantle of State care, 
protection and responsible supervision, over the insane, that the 
common law furnishes orphans, infants and persons helpless from 
any cause. In the light of subsequent events it can be asserted, 
without a fear of question or contradiction, that the passage of the 
Willard law and its subsequent administration were the initial 
steps that eventually destroyed forever the poor-house system for 
the care of the insane, and rendered possible the present compre- 
hensive system of State care in New York that has taken its place. 

If it was esteemed a privilege to make a successful stand for 
principles, there followed the greater opportunity as a commis- 
sioner of making plans which were destined to have a far-reaching 
influence in revolutionizing existing methods. The plans con- 
templated the segregation of patients in supplemental blocks and 
groups rather than in great congregate structures. How far the 
general discussion of these plans influenced hospital construction 
and aided the solution of problems of construction of buildings 
for other purposes, others can and may bear their testimony, but 
it is asserted the great scheme of placing 22,000 insane persons 
under State care in New York could not have been accomplished 
without supplementing the main hospital structures with blocks 
and detached groups for purposes of economy of construction 
and increased classification. There was no exception to the 
general rule that radical departures and innovations upon exist- 
ing usages will not be accepted without discussion and protest. 
The controversies of that day about the plans of the Willard State 
Hospital were exceedingly acute, to use a modern expression, and 
it may also be stated that similar diversity of views was held 
concerning the creation of the Cornell University. Of the num- 
ber of those who were contestants, few now survive, the conten- 
tions that then existed have ceased, are forgotten or unknown. 
Whoever may perchance stand upon the divide between the lakes 
Cayuga and Seneca in that beautiful region of New York, and 
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descend the gentle slopes that lead to the shores of Lake Seneca 
will to-day see a magnificent estate of more than one thousand 
acres, upon which has been erected a well-equipped hospital and 
colony providing for more than 2200 insane persons, or if one 
shall stand upon the campus of Cornell University overlooking 
the city of Ithaca, the long stretch of water of Lake Cayuga and 
the adjoining landscape, and behold the great plant providing 
for a student community of nearly 4000 that has been created 
there by the founder under the guiding hand if its first president, 
Andrew D. White, he will experience emotions of thankfulness, 
gratitude and amazement at the mighty moral and physical power 
it is destined to exercise, the extent of which cannot be estimated. 
Both of these measures, sustaining at one period the relation of 
twinship as to date and interdependence, have been carried for- 
ward to accomplish the ends for which they were designed. 

In 1883, an invitation was received from the managers of the 
Pennsylvania Hospital to accept the office made vacant by the 
death of Dr. Kirkbride in December of that year. He who would 
then have sought the office which had been filled by one (to use 
the language of another) whose saintly life had been spent in 
uplifting those who were stricken with the most serious affliction 
that can come to man, must have accounted himself worthy to 
follow in the footsteps of such a predecessor. This I could not 
assume to do in all things. There was also to be considered on 
my part a sense of duty to continue to direct and carry forward 
and not desert a work which had been auspiciously begun in a 
place where already the roots had struck deep. The confidences 
and relations that existed with the Willard board were of the 
most agreeable nature, and a change involved a chance that I 
might in a new field fall short of the expectations of the board of 
managers and friends of the hospital, to whom I was personally a 
stranger. During this period of doubt and hesitation about the 
wisdom of any change, letters of declination intended to be final 
were twice written at considerable intervals, but it began to be 
apparent that beside the many good gifts this board was known to 
possess, there was to be added that of persistence, likened to the 
“perseverance of the saints,” so that a new light at length ap- 
peared, and the one whom it is your pleasure to honor this evening 
completed twenty years of service on the first day of September 
last. 
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Possibly there were, and have been since, disappointments— 
the hopes and aspirations of some were not realized, but in the 
final selection I had no part. If there is true virtue in the gene- 
alogical tree (and whether it was consulted I do not know), it 
might have disclosed that we all go back to the time when the ark 
was on Mount Ararat when there were some chaps out, and one 
chap-in who was saved from the great inundation to found a new 
generation. 

It will always be counted among the most valued privileges of 
my professional life to have had a part in co-operating with the 
great work and philanthropic purposes of the managers of the 
Pennsylvania Hospital. During a service of twenty years in the 
Department for the Insane, 3503 patients have been admitted, 
1290 of which number have been discharged recovered or so much 
improved that they gradually were completely restored to health. 
During this period there has been a gradual but marked reduction 
in the average duration of hospital treatment and residence of 
those discharged recovered. During the last half of the period 
named, the reduction amounted to an average of eight weeks—a 
result only to be ascribed to better methods of treatment and 
nursing. There is also a business side to the administration of a 
hospital in which a board of managers always manifests a lively 
and vital interest. The receipts of the last financial year of the 
Department for the Insane showed an excess over the first year of 
my service of $54,246.01. It is not to be understood that this 
sum stood as a money profit, but it has enabled the managers to 
enlarge the scope of their benevolences to the extent of between 
$50,000 and $60,000 annually for several years, in the partial or 
free support of many worthy patients, and no portion of the board 
money has been carried to the invested capital account—a practical 
application of charity, of the extent of which, without the aid of a 
dollar of public money, few in this community have any knowl- 
edge or even conception. 

The whole number of insane persons who have been under my 
immediate care and charge has exceeded 8100, and the number 
observed in other hospitals may be reckoned as many more thou- 
sands. The whole number of those discharged as recovered, or 
so improved that they could reside at their homes, has reached 
2110. 
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On this festal occasion—one that marks a jubilee period—a 
look backward seems to embrace but a brief span, probably from 
the fact that the days and years have been fully occupied. While 
the best part of a lifetime has been expended literally in a service 
for others, in contemplation of and in dealing with mental and 
physical distress, yet it has been a work of great personal and 
professional interest in a field quite unexplored, as well as rich in 
its clinical opportunities. But there has been another side attended 
with grave responsibilities, thankless service, vexations, perplexi- 
ties, worries, and often a consciousness that a hospital will not 
automatically operate itself. In this connection it may not be out 
of place to state that there comes a realization that hospital life 
is passed in a certain sense in the public gaze, and, as it were, that 
we live in a glass house into which any one may shy a shot; that 
for every one hundred patients, three hundred persons at least 
outside of the hospital are personally interested in their welfare; 
that a State lunacy board exists to watch the watchers and do 
other things in addition to what is imposed by a board of man- 
agers; that a lunacy law stands on the statute books that discrim- 
inates, and impedes the admission of a patient at the door of your 
hospital, until he is adjudged or certified to be a lunatic, although 
a patient unconscious and in a delirium of disease may be hurried 
—none too soon—to a general hospital in an ambulance in response 
to a telephone call; a law, some parts of which seem inspired by 
ill-founded suspicions that existed in a past age; that prescribes 
pains and penalties, even to a lodgment in a county jail, lest some 
one of the millions of our people may be illegally incarcerated on 
“a charge of insanity;” that it is an instance of legislation 
founded in part on fears and assumed responsibilities rather than 
warranted by any actual conditions or happenings, as no cases 
have been produced of illegal hospital detention, the result of 
conspiracy, and if any errors of judgment have been made, the 
instances where the decisions of courts are frequently reversed 
go to show that human judgment is not infallible and may err 
even in high places. I may add that in my experience in four 
hospitals I have not known of one attempt to place a person in a 
hospital actuated by a criminal intent, and obviously no hospital 
officer could for a moment afford to be a party to such a transac- 
tion and criminal injustice. I should further add that the admin- 
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istration of the lunacy law in this State at the present time 
is remarkably free from friction, and is furnishing the hospitals 
and their officers helpful moral support instead of contributing 
anything to discredit and discourage them by sensational reports 
and investigations. From these and perhaps other causes and 
conditions, however, service in a hospital for the insane does not 
seem to have special attraction to young physicians about to 
enter upon a professional life. In twenty years I recall but two 
applications received from physicians who had had general hos- 
pital training and experience, and this in a medical center grad- 
uating several hundred annually. The cause of this indifference 
to an important department of medical practice is worthy of 
serious consideration. 

We turn from the pessimistic thoughts of conditions and ex- 
periences incident perhaps to all professions and occupations to 
a brighter side of our work. Andrew D. White, in his “ History 
of the Warfare of Science with Theology,” * (not Christianity) 
refers to the care and treatment of the insane as “ the final strug- 
gle and victory of science.” He states that “the first humane 
impulse of any considerable importance in this field seems to 
have been aroused in America in 1751, when certain members of 
the Society of Friends founded a small hospital in Pennsylvania.” 
They declared it was intended “as a good work acceptable to 
God.” In 1792, forty-one years afterwards, Pinel in Paris and 
Tuke in York “simply put in practice the theory that lunacy is 
the result of bodily disease.” “The final struggle and victory 
of science ” was the elimination of diabolism, demoniacal posses- 
sion, witchery, theological speculation and obsession, as these 
supposed conditions related to the insane, and their transfer to 
the humane care of institutions in charge of physicians. From 
Pinel and Tuke to the present day a century of work for the 
insane has been done by physicians. Of the fifty years of my 
personal experience and observation in hospitals for the insane, 
I may be permitted to refer briefly to some of the advances in 
their care and treatment. The use of mechanical restraint, which 
at one period I have heard even commended and extolled as a 


*“ History of the Warfare of Science with Theology in Christendom.” 
Vol. II, p. 124, et seq. 
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form of protection, has been wholly abolished or reduced to a 
minimum—a result that I once hardly thought probable in my 
day, yet it has been rendered possible by increasing the number 
of nurses and their training for better service. Plans of hos- 
pitals have been modified so as to improve classification, to secure 
individualization and segregation, rather than congregation. 
Labor, occupation and diversions have been encouraged, all of 
which appeal to the mind through the cognizance of the senses, 
have a tendency to break up abnormal and disorderly habits, and 
re-establish normal ways of living. Examples of evolution and 
marked changes from former plans of hospitals to secure these 
objects may be seen at Willard, Kankakee, Toledo, Medfield, 
Waverley, the new hospital proposed by the Insanity Board of 
Massachusetts, not to name the many State hospitals that have 
added supplemental structures. It will hardly be presumed that 
any public or corporate hospital will hereafter be erected follow- 
ing the great congregate plans of the middle of the last century. 
The term “ hospital” has taken the place of “asylum,” and the 
tendency is to give prominence to the medical administration. 

In addition to what is called the moral treatment of insanity, 
which includes separation from business and sometimes home, 
change of environment and whatever may enter into the life of 
a hospital patient, medical treatment is recognized as essential to 
the restoration of fully sixty per cent of the recoverable class. 
The excessive blood-letting which was practiced abroad in the 
treatment of fever and other diseases, Rush and others introduced 
in the management of acute cases of insanity in America, and 
this practice prevailed as the principal reliance for one-half a 
century. It cannot, however, be said to have been introduced 
into the hospitals for the insane, yet I can recall that cases were 
frequently brought to the State Hospital at Utica that had pre- 
viously been so depleted that it was a common observation that 
incurable dementia rapidly succeeded the acute symptoms, or 
convalescence was greatly retarded. The practice of depletion 
gave way to an opposite one of support, tonics and generous 
living. Narcotic drugs were at one time a constant dependence. 
By their use some good results may have followed, but a great 
deal more of mischief has been done by their misuse. Seem- 
ingly it required fifty years to learn what should not be done in 
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these cases. Attention is called to these erroneous methods of 
medical practice in the treatment of the insane which prevailed 
for a long period to emphasize two of the noted and most im- 
portant advances in the diagnosis and treatment of mental and 
nervous diseases based upon the sure foundation of clinical expe- 
rience and observation, which were made during the past century. 
In 1866, Dr. E. H. Van Deusen, then physician of the Michigan 
State Hospital, published, in a supplement to his annual report, 
“Observations on a Form of Nervous Prostration (Neurasthenia) 
Culminating in Insanity,” which are as sound to-day as when pre- 
sented thirty-eight years ago. Still later, in 1875, Dr. S. Weir 
Mitchell proposed a rational method for the treatment of neuras- 
thenic conditions, the value of which has been recognized through- 
out the medical world, the principles of which have done much to 
revolutionize medical practice in incipient cases of insanity, and 
saved many persons a journey to a hospital for the insane. On 
this occasion, and in this connection, we should name with honor 
Dr. Edward Cowles, who has published to the medical world his 
studies of the relation of neurasthenia to insanity, and the mechan- 
ism of insanity, who was the pioneer to establish in this country 
a laboratory for the study of insanity by scientific methods. The 
hopes and longings of science must not as yet be mistaken for 
the realization of actual results. 

While it has been given to some to have been gifted with a 
further insight into unsolved and mysterious problems that have 
confronted the profession of every age, we would not withhold 
the meed of praise which belongs to all those physicians who have 
preceded and are of this generation, who have consecrated them- 
selves to the service of the insane. We may further ask the 
question at this point whether professional talent anu scientific 
methods, however brilliant they may be, are the only requisites 
of a physician for the medical care of the insane? Should not 
intelligent and rational sympathy for human distress be also an 
essential part of his equipment? Should it be forgotten that the 
first efforts to improve the condition of the insane had their sug- 
gestion from humane sentiments which have been a transmitted 
benevolence to this and succeeding generations? Of what value 
would be the knowledge that a nurse might possess of anatomy, 
physiology and chemistry, that was not conjoined to a sympathetic 
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touch with the patient? Should not the same rule prevail in esti- 
mating the fitness of a physician for a hospital for the insane? 
Some might even estimate the qualities of the heart to be of as 
great value as scientific attainments, or it might be a better expres- 
sion to state that both qualities are essential. Whence comes the 
sentimental emotion implanted in the human breast that prompts 
practical sympathy toward our fellow-men in their distress? In 
the painting which the great master, Benjamin West, presented 
to the Pennsylvania Hospital, he chose for his subject “ Christ 
Healing the Sick,” and among the subjects upon whom He exer- 
cised His divine power and sympathy “ was a man who had his 
dwelling in the tombs ; and no man could any more bind him, no 
not with a chain . . . . and no man had strength to tame him.” 
It would seem that the painter may have intended to present on 
his canvas his conception of the mission of the Saviour of man- 
kind. He may have hoped to inculcate in the mind of the be- 
holder one of the great practical lessons drawn from the mission, 
the example, the precepts of the Divine Master of us all, which 
has been paraphrased by another in the words, “ that they serve 
God well, who serve his creatures;” to imply that the command 
of our Lord, “ Follow thou Me,” remains with His people to-day 
as when it was delivered unto men. 

Did time permit, we would present in contrast some of the 
advances in hospital plans and administration that have been 
made in the past fifty years; note some of the changes of senti- 
ment toward the insane and their care; acknowledge the great 
contributions to our knowledge of nervous diseases that students 
of neurology have furnished; forecast the hospital of the future 
with all of its possibilities; and in anticipation look ahead to 
mingle our congratulations with those who will come after us 
when the last possible and attainable secret of nature shall be 
revealed. May it be given to one sitting about this board to 
actually explore the inmost recesses of that temple which is the 
repository of the human mind. 

On this occasion, Mr. Chairman and friends, when your allot- 
ment of time is measured by minutes, I fear I have already ex- 
ceeded the portion assigned to me, and strained your powers of 
endurance. 

An expression of thanks seems but a feeble return for the 
29 
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extraordinary honor you have done me on this occasion. Rather 
at the end of life when all earthly labors have ceased, do we speak 
kindly words of a departed friend or associate, but in the midst 
of the activities that attend the busy life little is usually noted of 
those who stand beside us in our daily work. You have sum- 
moned me to your presence to receive your congratulations and 
to emphasize the completion of fifty years of hospital service. 
Such an event excites emotions not unlike to those that a soldier 
may be supposed to experience when he is called to step from 
his ranks to receive some token of approval. It is not for me to 
seem to approve or deserve this recognition. It has come equally 
unexpected and as a surprise; nevertheless, it is the more grate- 
ful to myself and to my family because your assemblage here 
would seem to mark your valued approval of a life-work of duty 
performed as strength and wisdom have been granted—a result 
more highly to be prized than much riches. 

The years will still come and go—the leaves of autumn will 
fall—but long after all of this company have passed away, the 
children and the children’s children will still recall the traditions 
of this commemorative occasion, and your names will be held in 
grateful remembrance. 
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CALCIFICATION OF THE FINER CEREBRAL VES- 
SELS, WITH REMARKS UPON ITS CLINICAL 
SIGNIFICANCE.* 


By PROFESSOR A. PICK, Prague. 
TRANSLATED FROM THE AUTHOR'S MANUSCRIPT BY FRANK R. SMITH, M.D. 


Although in quite recent years two articles have appeared, 
which deal with the process concerned in the non-atheromatous 
calcification of the smaller cerebral vessels—some instances of 
which have already been noted in young people—and in which 
its influence upon the circulation has been considered, neverthe- 
less the whole question, more particularly so far as the finer points 
are concerned, is still far from being completely settled. For 
this reason it is my intention in the present paper to publish fuller 
details of the results of investigations which I presented some- 
what at length, together with microscopical preparations, as long 
ago as April, 1894, before a meeting of my colleagues. The 
only really new points deal with the discussion of the calcification 
of the elastic fibers in the muscularis and the calcospherites. It 
is true that I had already observed these in 1894, but I freely con- 
fess that at that time I had not understood their significance, and 
for this reason the study remained unfinished until just lately. 
I make this statement here not on account of any question of 
priority—for this may be regarded as settled by the facts reported 
in this paper—but rather to prove the independence of my work. 
Furthermore, this communication seems to be justifiable on the 
grounds that I am in a position to report not only the autopsy 
findings in the cases, but also the histories of patients who died 
while under treatment in my clinic, and thus contribute something 
to our knowledge concerning the relation between the former 
and the latter. 

The old idea was that vessels affected by calcification were 
converted into rigid tubes, and that the circulatory changes in 


*See the preliminary note in Neurolog. Centralblatt, 1902, July 1. 
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them were brought about by the consequent loss of elasticity and 
narrowing of the lumen. A few authors mention the total oblit- 
eration of the lumen, which they seem to have assumed was 
caused by accumulation of the lime particles. Thus, Wedl* 
noted in many places lime particles of a considerable size filling 
up the lumen so completely as to stop the circulation in the rigid 
vessels. The drawing accompanying his article, and represent- 
ing a sagittal section, makes it seem improbable that he was deal- 
ing with an observation similar to that to be described in the 
present paper. 

Hubrich * concluded, from the presence of small foci of soften- 
ing around the calcified vessels, that obliteration had taken place, 
but nowhere do we find it definitely stated whether or not he 
attributed it to the calcification. Besides others, he gives a pic- 
ture of a vessel which he expressly says is pervious. 

Finally, Klebs* speaks of complete obstruction of the vessel 
lumen. 

Rindfleisch * says that calcification of the media can come on 
as an independent disease, and that here we have to deal with a 
simple petrification. The muscle fibers become impregnated with 
lime and can be brought into view again if the lime salts are dis- 
solved by means of acids. In another place,” however, he says 
that in the chalk particles, besides the lime salts, there must be a 
ground substance. 

Later, Mallory‘ not only demonstrated the closure of the ves- 
sels, but also studied, more closely than had been done before, the 
processes concerned in their calcification. This part of the sub- 
ject had only been dealt with superficially by previous investi- 
gators, who had also lacked the proper methods for accomplish- 
ing the work satisfactorily. Thus the following remarkable state- 
ments were made by Wedl:* “In considering the calcification 
in the vessels, we are brought back to the question: What part 


?Wedl: Wiener Akad. Sitz.-ber., XLVIII, p. 380. 

*Hubrich: Ztschr. f. Biologie, II. 

*Klebs: Allg. Pathologie, 1880, II, p. 249. 

* Rindfleisch: Lehrb. d. Path. Gewebelehre, 1886, VI, Aufl., p. 221. 
*Rindfleisch: Loc. cit., p. 53. 

*Mallory: Jour. Path. and Bact., III, p. 110. 

*Wedl: Loc. cit., p. 390. 
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do the cells of the vessel-wall play in the deposition of lime salts 
in it? Or in other words, are the cells the constant producers 
of the lime accumulations, and are the latter deposited in the cells 
themselves? The fact that in my investigations the lime salts 
which I found in the muscularis of the smaller arteries were 
always in very fine particles, warrants the conclusion that the 
organic muscle fibers have a share in the deposition of the lime 
salts ; but whether the latter are deposited in the cells themselves, 
I could not feel certain, inasmuch as I did not succeed in finding 
cells with still demonstrable particles and beginning lime precipi- 
tation. Analogous cases of calcified cells, however, render such 
a view quite probable.” 

With regard to the coarse and quartz-like deposits, which are 
more prominent in the adventitia, Wedl ° is inclined to doubt their 
origin from cells, inasmuch as we often meet with a formation 
of “lime-quartz” lying free, 1. e., without any connection with 
a cell. 

Klebs,* who in a remarkable way has urged the syphilitic basis 
of the affection, says that the lime salts not only fill the tissue, but 
also through apposition in the vessel-wall, bring about a thick- 
ening of its layers. The first deposit of lime in the tissues favors 
the crystallization of fresh masses, as happens in the case of renal 
calculi. 

Mallory “ sums up the results of his findings somewhat as fol- 
lows: “So far as the arteries are concerned, the calcification 
always begins in the media, spreads to the adventitia and not 
rarely also to the lumen, gradually closing it. In place of the 
lime salts, after decalcification, is found a colloid substance. In 
the earliest stages the drops of this colloid appear to be partly in 
the muscle substance and also to invade the nucleus. From the 
fact that the colloid spreads out and comes together to form 
irregular masses, it must be concluded that the change goes on 
also between the cells. With the advance of the process the 
muscularis vanishes; in the adventitia appear small drops of 
colloid which flow together; even in the arteries, showing the 
most extensive degree of calcification, remnants of the adventitia 


*Wedl: Loc. cit. 
* Klebs: Loc. cit. 
* Mallory: Loc. cit. 
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are still visible. In the interior of the vessel the colloid is 
arranged irregularly or in the form of a ring and gradually closes 
the lumen; so long as the vessel remains pervious, the endothe- 
lium seems to be intact. In the precapillaries and capillaries the 
colloid appears in the form of fine drops in the wall, without 
being connected with the cells. In the veins it is much less abun- 
dant, and usually appears in the form of drops in the media or 
in the inner sheath of the adventitia.” 

Hansemann ™ in general confirms Mallory’s views with respect 
to the calcification, but says further: “ Nevertheless the colloid 
which remains is certainly less in amount than the lime which 
was there before, so that one cannot say that the lime has been 
deposited solely in vessels which were formerly colloid. In one 
specimen, in which at first numerous capillaries were found, is 
seen after extensive decalcification very little colloid; moreover, 
the individual larger lime particles are not all joined with the 
colloid. The steps of the colloid metamorphosis proceed hand in 
hand, so that I am not prepared to say that the colloid meta- 
morphosis is to be regarded as a fore-stage of the calcification. 
Moreover, it is difficult to decide whether areas of colloid meta- 
morphosis exist without calcification, inasmuch as both substances 
are very similar in appearance and give almost precisely the same 
staining reactions.” 

Returning now to my own observations, I should like to preface 
my remarks by saying that the additional facts which have been 
derived from them have been obtained mainly by the use of a new 
method devised by Herr Reisek. This innovation consisted in 
first preparing paraffin-series of non-decalcified vessels. It is 
true that this procedure was somewhat ruinous to the knife em- 
ployed, but, as will be seen later, by means of it we were able to 
establish many facts previously unknown and to confirm others. 
Next, the isolated vessels were drawn under low power and after 
being decalcified—not always perfectly—and stained, an abun- 
dance of serial sections was made from them. In this way it was 
possible to obtain a better idea of the processes concerned in cal- 
cification, the various points being especially well brought out in 
the sagittal sections. I would say here that my communication 


%Hansemann: Verhandl. d. deutsch. path. Gesellsch., 1900, II, pp. 402 
et seq. 
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does not deal with the calcification in the capillaries, since my 
findings in this connection brought to light nothing new. 

So far as concerns the form of the vessels in cross-sections, it 
was almost always preserved, even in the presence of advanced 
calcification which had led to obliteration of the lumen. Only 
one series from a non-decalcified vessel was found, in which, 
apparently as a result of the process, a kind of shrinking had 
taken place. Similar pictures of decalcified vessels are most 
probably to be explained by the shrinking effects of the fluids 
employed. 

Specimens of cross-sections from calcified vessels, in which the 
process of calcification was far advanced or even complete, pre- 
sented a homogeneous smooth surface, showing bands and some- 
what resembling that of an agate, in which at times, when the 
section had been perfectly made, not even a crack could be dis- 
cerned (Fig. 1). 

As regards the adventitia, in connection with the calcification 
of the vessels, this coat may be regarded as the “ ultimum 


-moriens.” Fig. 3 shows clearly that even in the presence of total 


obliteration the adventitia of the vessel is still intact. The fact 
that it was not seen in certain sections of the series, of course does 
not prove that it had not been present. In all the specimens the 
fact already pointed out, that the process begins in the mus- 
cularis, is clearly demonstrable. This was evident in the figures 
which showed the process beginning in this situation, whereas in 
others, which corresponded to the later stages, the intensity of the 
calcification in the muscularis is especially noticeable (Figs. 4, 
5, 6, 8). It is strikingly evident that in this situation the lime 
accumulation forms a homogeneous, thick ring which at times, 
apparently owing to the way in which the section has been cut, 
is cracked concentrically or in radial directions; while centrally 
from it short bands composed of lime particles are visible. This 
appearance in all probability signifies that the process has a cen- 
tripetal direction even within the muscularis, and the supposition 
is confirmed beyond all doubt by a series of figures (Nos. 22-28) 
in which its course can be followed with the eye. Again, how it 
affects the elements of the muscularis is shown in Figs. 22, 23, 
24,25. An examination of Figs. 22 and 25 can hardly leave any 
doubt that in the first stages the deposition takes place between 
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the muscle cells, which together with their nuclei appear intact in 
both sagittal and cross-sections. Evidence in support of this is 
furnished by Fig. 10, which is taken from a non-decalcified series 
and shows very beautifully, in the interstices between the sepa- 
rated muscle cells, the corresponding arrangement of the lime 
particles in fusiform bands. It is true that in the non-decalcified 
sections histological proof of the existence of muscle cells between 
the lime bands is lacking, but the arrangement of the latter cor- 
responds exactly with the situation of the former. 

With regard to the nature of the substance between the muscle 
cells which first undergoes colloid degeneration and then calcifica- 
tion, we must fall back on the elastic fibers of the cerebral arteries 
described by Triepel,* and although this condition of the vessels 
was not closely examined into in my observations made in 1893, 
nevertheless, if some of the accompanying figures (for example 
Figs. 22, 25, 27, 28), showing the wave-like arrangement of the 
aggregations of colloid or those of lime in the muscularis, be com- 
pared with Triepel’s illustrations, one cannot doubt for a moment 
their perfect agreement, and as a result must conclude that the 
elastic fibers of the media are the first to become calcified. Of 
course, however, it cannot be said for certain that some colloid 
or lime may not simply have collected in the interstices between 
the muscle cells. 

In the calcification of the elastic fibers there would seem to be 
an additional stage in which, probably as a result of pressure ex- 
erted by the particles making up the lime bands, the muscle cells 
are destroyed and themselves undergo calcareous impregnation. 
In favor of this view are pictures (for examples, Figs. 23, 28) 
in which the muscle cells lying between the lime bands no longer 
show a normal configuration of their nuclei. Whether this is a 
sign of a colloid degeneration preceding the calcification of the 
muscle cells could not be determined, but the supposition is at 
least not improbable. 

On the other hand, pictures, such as Fig. 24, prove that the 
nuclei of the muscle cells persist, for some time at least, after cal- 
careous impregnation, although it is questionable whether they are 
intact. This is in keeping with the distinction laid down by 


*Triepel: Anat. Hefte, 1897. 
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von Recklinghausen“ between ossification and _ calcification, 
namely, that in the latter, after extraction of the lime salts, the 
former structure of the tissue can readily be recognized. In 
the present case, however, this does not always hold good, as 
Figs. 11 and 12 show. In these cases one might have to employ 
Cohnheim’s” interpretation, namely, that the muscle elements, 
nevertheless, undergo marked disturbances as a result of the 
colloid degeneration preceding the calcification. 

In connection with the process that precedes the total obstruc- 
tion of the vessels by calcification, Figs. 4, 7 and 8, taken from a 
non-decalcified vessel, will be found very instructive. Although 
the muscularis is seen to be already calcified, one finds more 
internally a proliferation of lightly striated tissue almost com- 
pletely closing the lumen, on the inner side of which endothelial 
cells or nuclei can be seen. That this appearance owes its origin 
to an accidental partial decalcification caused by the preserving 
fluid, is negatived by the fact that in the same series complete 
closure of the vessel due to calcification can be found. Under 
these circumstances, the only explanation left would be that at 
times the proliferation of the intima—for this is undoubtedly 
present—has preceded by a long time the calcification. The 
arrangement is for the most part absolutely concentric, but occa- 
sionally it appears to be somewhat irregular, and in the latter case 
the narrowed lumen lies a little excentrically. 

At times enclosed in the proliferation are seen larger or smaller 
granules which stain with hematoxylin. These are evidently 
colloid balls, which are the forerunners of a calcification which 
comes on later (see Figs. 13 to 21). 

Histologically, this finding corresponds to what Léwenfeld™ 
in his cases considered to be a proliferation of the intima. An- 
other point of similarity is the fact that in our specimens, as well 
as in his, it is not always possible to determine how much belongs 
to the thickening of the intima and how much to the muscularis. 
From a general pathological standpoint this process of prolifera- 
tion of the intima corresponds to a peculiar condition which sug- 


“Von Recklinghausen: Handb. d. allg. Path., p. 393. 

*Cohnheim: Vorlesungen, p. 523. 

* Lowenfeld: Studien iib. d. Aetiologie u. Pathog. d. spontan. Hirn- 
blutung, 1886, p. 44. 
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gests the dictum laid down by Thoma,” according to which every 
retardation of the circulation, not compensated for by a contrac- 
tion of the media, tends to bring about a growth of connective 
tissue in the intima, which by narrowing the lumen of the vessels 
re-establishes the normal rate of the blood current. This law, 
formulated by Thoma for various forms of vascular disease, ap- 
parently receives confirmation from the present findings. Here 
also there is certainly a slowing of the blood current due to cal- 
cification of the media; and to compensate for this there occurs 
the proliferation of the intima, as described by Thoma. The 
argument that, if this were the case, the finding would have been 
observed more frequently, falls to the ground, in so far as the 
older investigators are concerned, inasmuch as the methods then 
employed for the examination of decalcified vessels would natur- 
ally have concealed it. 

In the present series of observations this finding, it must be 
confessed, is somewhat rare, but the sections of calcified vessels 
are not so abundant as to prevent one from assuming that in 
most cases the calcification has already invaded the compensatory 
proliferation of the intima. 

Furthermore one more objection is to be considered. It might 
be thought that possibly in a portion of a vessel elsewhere com- 
pletely calcified, the decalcifying effect of the preservative fluid 
is first exerted from the lumen of the vessel, and in this way 
brings about an apparent proliferation of the intima. This possi- 
bility seems to be excluded by the results obtained with partially 
decalcified series, since it was found that the decalcification was 
observed first on the outside of the vessels, so that in the case of 
such vessels, a thick ring of calcification is surrounded from 
within and without by a non-calcified layer (Fig. 9). 

Of especial interest are the findings represented in Figs. 29, 
30, 31. On looking at the peculiar bodies which appear in the 
decalcified and stained specimens as large, dark nuclei, surrounded 
by a homogeneous space, one can hardly interpret these as cells, 
first because nowhere else in the neighborhood are cells of such 
form found, and secondly, because a glance at Fig. 29 shows that 
these bodies are sometimes closely united together and form large 


* Thoma: Virchow’s Archiv, CXII, p. 11. 
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masses. In favor of this interpretation also speaks the Fig. 2 
} taken from a non-decalcified vessel. 
i For these reasons one is obliged to think of some sort of inor- 
ganic formation, and it seems to me that I am not mistaken in 
classing them with the so-called calcospherites, as Hartung first 
demonstrated them experimentally by the introduction of lime 
salts into organic fluids, and according to von Nathusius, also into 


the blood. Optical proof of the similarity cannot be adduced in 
the decalcified and stained specimens, but from a morphological 
standpoint this is supplied by the drawings of von Nathusius™ 


and Pettit.” Moreover, this fact also seems to be proved by Fig. 
31, which represents a part of a cross-section from a non-decalci- 
fied vessel. In my opinion this hardly allows of any doubt as to 
its proper interpretation. 

The objection, that heretofore similar formations have never 
been found in calcified vessels, can hardly be considered appli- 
cable, inasmuch as the present method of investigation had never 
been previously used. Moreover, another point has to be con- 
| sidered in connection with the situation of these bodies, which 
7 are regarded by me as calcospherites. Even in my specimens 
they are not very numerous, being discovered only in four series ; 
indeed, one gets the impression that they are only found con- 
stantly in places in which total obliteration of the vessel has 
taken place, or in what may be termed “ dead areas,” in sections 
of vessels still open sufficiently to permit the circulation of the 
plasma but hardly of the blood corpuscles, near the points of 
obliteration. 

I think one is warranted in assuming that the calcospherites 
can be formed in places in which the lime salts are suspended in 
what might be termed the stagnating blood plasma; whereas in 
those in which the circulation is more active, the flow of the blood 
hinders their formation. This view would also be in harmony 
with Hartung’s experimental demonstrations. Finally, in clos- 
ing the discussion on this point, it should be noted that Pettit * 


| * Von Nathusius: Untersuchung iib. Hartung’sche Korperchen. Ztchr. 
f. wissensch. Zoologie, 1890, XLIX. 

* Pettit: Sur le rdle des calcospherites dans la calcification a I’état 
pathologique, Arch. d’anat. microscop., I, p. 107. 

* Pettit: Loc. cit., p. 119. 
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describes the calcospherites from a bone-tumor in a human being, 
and refers to apparently analogous formations reported by other 
authors. 

The presence of the structures here described suggests another 
possibility. In contradistinction to the mode just mentioned in 
which the vascular obliteration was caused by calcareous impreg- 
nation of the proliferated intima, these figures, to which reference 
was made above, together with others, as for example Fig. 2, 
suggests another idea, which has already been promulgated by 
older authors, viz., that this obliteration can also be brought about 
in another way—by the aggregation or fusing together of the 
calcospherites. This finding suggests that mentioned by Arnold,” 
in his publication on the calcification of vessels in psammomata. 
For the petrification of the vessel-walls and the consequent oblit- 
eration of the lumen—which occurs in the main in the way just 
described—Arnold suggests another origin. He points out that 
in many cases the contents of the lumen of the artery are mani- 
festly changed and that these are invaded by the process. In 
favor of this view is the obliteration caused by spherical bodies 
and plugs, the vessel-wall itself taking only a very small part 
in the process. So far as the nature of the obliteration is con- 
cerned, Arnold does not draw any definite conclusions from his 
findings, but only assumes that the plug originates either by the 
fusion of the lime particles to form spherical bodies, these again 
becoming homogeneous plugs, or else by calcification of thrombi 
produced by the stasis. The present findings appear to me to 
throw light on these evidently analogous processes, and I believe 
that in both the calcospherites are concerned in bringing about 
the obliteration of the vessels. 

Before leaving the anatomical examination I wish it to be 
expressly understood that where I have spoken of colloid degen- 
erations, I have used the term strictly in the sense in which von 
Recklinghausen employs it, and without any regard to the differ- 
entiations made by other authors. The method of examination 
employed evidently offered no opportunity for formulating such 
a distinction; at the same time, I have but little doubt that, by 
individual staining of the series, it might be possible to settle not 


* Arnold: Virchow’s Archiv, LII, pp. 451 et seq. 
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only this question, but also many others which have not been 
dealt with in this present investigation. 

After having considered the histological studies I shall now pro- 
ceed to give the clinical histories of the cases from which the 
material was obtained. 


Case I.—A young man, 24 years of age, single, farm-hand, 
was brought to my clinic on December 19, 1891, with the follow- 
ing history : 

Family and Personal History.—His father and mother are liv- 
ing and healthy, but seem possessed of a markedly thievish in- 
stinct, particularly the former, who spends most of his time in 
jail. There is no history of nervous disease in the family. The 
birth of the patient was normal, and as a child he was never sick. 
On one occasion he fell into a cellar, but did not hurt himself at 
all. He was always a good boy; attended school only for a little 
while, but is supposed to have learned to read and write. From 
the age of 10 years he worked on a farm. His first epileptic 
attack, the date of which is not obtainable, is supposed to have 
been due to a fright caused by a horse snuffling at him when he 
was expecting nothing of the kind. The next occurred after an 
interval of two years. From that time on the attacks had been 
noted more frequently, especially in the last four years. Asso- 
ciated with them were periods of confusion or excitement, on 
account of which he was sent to the asylum. Large doses of the 
bromides had apparently been without any beneficial effect, and 
it may be said here that this also proved to be the case during his 
stay in the hospital. 

When he appeared before me for examination, the patient’s 
face wore a silly smile. He answered only the simplest questions 
about himself and even these very imperfectly ; at other times his 
sole answer was a silly laugh. His dullness was very striking, 
and at first was regarded as the result of previous seizures. On 
the next day he was considerably more lively, told about the con- 
scription * in his village, and still more about his own illness. He 
said he was almost always sick; that before the attacks he expe- 
rienced a peculiar sensation of weakness and then lost conscious- 


* The departure of the conscripts to join the army would be regarded as 
a great event in a small village. (Trans.) 
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ness ; that afterwards a foolishness came over him; that at nights 
he bit his tongue. His intelligence seemed to be of a higher 
grade than his dullness of the day before had led us to expect; 
he could count, say his prayers, and knew the ten commandments. 

Status Somaticus.—A small but strongly-built man of moder- 
ate musculature. The skull is brachycephalic, very broad; the 
long diameter is 18.5 cm., the greatest transverse diameter being 
15 cm. On each side, over the temples, there is a marked promi- 
nence. The face is asymmetrical; the median line is convex 
toward the right. The ears are large and projecting, but of 
normal configuration. Three centimeters above the root of the 
nose, which forms a saddle-shaped depression, there is a trans- 
verse linear scar 3 cm. long. The pupils are equal, and react 
normally. On the left eye there is a defect. The tongue is pro- 
truded straight and is not tremulous. The regions of the facial 
nerves on both sides are alike; there is no tremor. The chest and 
abdominal organs appear to be normal. The patellar reflexes are 
very weak; the skin and cremaster reflexes are normal. Sensa- 
tion, so far as tests were possible, is normal. 

With respect to Kleb’s assumption that premature calcification 
of the arteries is associated with syphilis, it may be said that 
nothing was found in this case which would support this theory. 

After this time the patient suffered from frequent attacks, 
some of which were associated with periods of apprehension. 
Especially worthy of note was the pronounced degree of dullness 
even at times when no convulsive seizures had preceded. These 
periods only rarely alternated with others in which he showed 
some slight intelligence. In addition there supervened a pro- 
found somnolence, which varied only to a slight extent during 
the visit and at meal times. Moreover, it was noticed that, as 
soon as he attempted to stand, the patient would sway backward 
or to one side. The possible existence of a brain tumor was con- 
sidered, and after this had been excluded with a fair amount of 
certainty by a negative ophthalmoscopic examination, it was 
thought that the condition might be due to cerebral pressure from 
hydrocephalus, probably associated with partial nathsynostoses. 

Despite the fact that no increased frequency of the attacks was 
noted, these manifestations became progressively more pro- 
nounced. Towards the end of March it was noted that on the 
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slightest touch the hair of the patient would fall out in tufts, 
although no morbid change in the scalp could be detected. 

On April 2, the patient being in a condition which may be de- 
scribed as sopor, there appeared a marked mechanical irritability 
of the facial, radial and peroneal nerves on both sides. On April 
5, with the patient still in the same benumbed condition, Trous- 
seau’s phenomenon was noted on the right side, while on the fol- 
lowing day it could be elicited on both sides in the upper extremi- 
ties. Not only was the position of the fingers characteristic, but 
also the bending of the elbow joint and the strong adduction of 
the upper arm. The lower extremities did not give Trousseau’s 
sign. When it was tested for, the patient gave vent to inarticulate 
mutterings and made movements of defense. On April 9 the 
same manifestations were present; the patellar and plantar re- 
flexes were absent; the muscular irritability was above normal. 
At night the patient had an attack of severe dyspncea, followed by 
coma; the entire musculature took on a rigidity; the superficial 
veins were much distended ; there was cedema of the lungs. The 
exhibition of camphor and apormorphine produced a remission. 
On the morning of April 10 the same symptoms were noted; at 
8.30 a. m. clonic convulsive movements appeared in both facial 
regions and in the upper extremities, and were followed by death. 

The autopsy was performed the next day in the pathological 
institute of Professor Chiari. Besides cedema of the lungs the 
following important observations were noted: The calvarium 
measures 53 cm. in circumference; it is remarkably thick; the 
sutures persist. The brain with the pia weighs 1465 grms.; it is 
of normal configuration but swollen and somewhat cedematous. 
In Pitres’ sections made through the hemispheres from the white 
matter, numerous very fine grain-like points seem to project; 
they probably represent blood-vessels. Macroscopically, the 
larger cerebral vessels are not altered. In the cerebellum is found 
marked calcification (proved by chemical tests) of the smaller 
vessels. The cord is normal. 

More careful scrutiny shows that in the cerebrum only the 
branches going directly to the brain from the basal vessels, and 
especially those supplying the medullary substance, are impli- 
cated in the process, whereas the other vessels of the cerebrum 
3 after numerous test sections, proved to be quite unaffected. In 
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the cerebellum, although the white matter more particularly is 
implicated, the cortex has not altogether escaped the process. Its 
extent in the cerebrum can be appreciated from the fact that 
hardly a single vessel branch has entirely escaped, while the ma- 
jority show a very intense degree of calcification. Most fre- 
quently implicated were the arterioles, and in places also the capil- 
laries. The veins have all escaped; the basal arteries are also 
unaffected. 

Even on superficial examination of the vessel stems, when 
drawn from the brain substance, it was frequently noted that the 
lumen of one or other branch appeared to gradually become nar- 
rowed, until it finally disappeared. This appearance led to the 
examination, the results of which have already been described. 

Turning now to the clinical manifestations and endeavoring to 
connect them, if possible, with the pathological-anatomical find- 
ings, the first question that suggests itself is: Have we to deal 
with tetany? Even in the absence of more accurate observations, 
which were impossible, I do not hesitate to answer this question 
in the affirmative, inasmuch as the cardinal symptoms were defi- 
nitely present, and the association of epilepsy with tetanus, as is 
well known, is by no means a rare observation. Moreover, the 


evidently myotonic disturbances are of interest. To the connec- 
tion of these with tetany in adults quite recently von Voss * has 
drawn attention, whereas Hochsinger has made similar observa- 
tions for children. 


In considering the other clinical manifestations especial interest 
attaches to the profound sopor of the patient, which, as has been 
said, made us think of the possible existence of a brain tumor. 
It is worthy of note that this manifestation coincides with that 
which Heubner was the first to discuss fully, in connection with 
luetic affections of the cerebral vessels ; and its presence warrants 
the conjecture that here also the widespread vascular degenera- 
tion might possibly be the cause. Certainly we have to remember 
that the narrowing of the cortical blood-channels formed the 
basis of Heubner’s work, whereas here the medullary vessels of 
the cerebrum—except so far as regards the quality of the product 
which has brought about the narrowing—have been submitted to 


Von Voss: Monatsschr. f. Psch. u. Neurol., 1901, VIII. 
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the same disturbance. Moreover, upon the fact that the somno- 
lence and the epileptic attacks are related to it, I shall not dwell 
here, more particularly since Hochhaus“ has lately pointed out 
the connection between premature arteriosclerosis of the cerebral 
vessels and epilepsy. 

But in view of the similarity that we have noted in the effects 
of the narrowing or obliteration of the vessels, whether produced 
by syphilis or calcification, the question arises: How can we ex- 
plain the absence in our case of the foci of softening so frequently 
observed in luetic vascular affections? It is impossible not to 
conclude that the more gradual establishment of the narrowing, 
as a result of calcification, must be regarded as the ultimate differ- 
ence. In favor of the view that in this case the narrowing is 
brought about much more slowly, what has been said above about 
the compensatory proliferation of the intima affords strong evi- 
dence. 

Finally, it is impossible to avoid the question: How far can 
the tetany observed in this case be connected with the changes ob- 
served in the vessels? In my report upon this case made in 1894, 
I was inclined to assume the existence of such a relation and will 
here repeat the views expressed at that time: 

“It is a priori evident that any attempts to establish a positive 
basis for a theory, which would explain tetany, must start from 
those cases in which tetany has appeared merely as a symptom, in 
association with other grave disorders of the nervous system; we 
must assume that the changes, which form the basis of these 
nervous disorders and which are demonstrable by our present 
methods, either by some peculiar modification of their localized or 
other conditions or by increased changes, lead to tetany, and 
therefore can throw light on those findings which form the basis 
of a simple, functional, non-complicated, curable tetany. It is 
true that at present such observations—at least any that are 
sufficiently far-reaching—are not at hand, and in this case of ours 
there is room for much caution.” 

In connection with the foregoing opinions must be mentioned 
a case that came to autopsy in my clinic in 1894. 


*Hochhaus: Neurol. Centralbl., 1898, p. 1020. 
30 
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Case II.—Theresa F., 42 years of age, a working woman, was 
sent to my clinic from the eye department on account of abnormal 
psychical manifestations. On October 11, 1892, she had been 
operated upon for double cataract formation, presumably a 
sequela of some febrile process. After recovery the sight of each 
eye was 143%,D. On March 30, she again applied for admission 
to the eye clinic, complaining that she could see nothing. The 
general objective examination, as well as that of the eyes, con- 
vinced my colleague (then Prof. Sattler, now at Leipsic) that 
her complaints had a purely psychical basis, especially as the 
woman gave evidence of a profound depression. 

On admission to my clinic the patient was very much depressed. 
She answered slowly and with difficulty, but correctly. She was 
despondent over her failing eyesight, and complained that the 
rest of her body was out of order. She said she felt in her blood 
a peculiar gnawing—“ from cold ’’—which caused her a great 
deal of pain and prevented her from sleeping. She claimed that 
her eyesight had been failing for only a few weeks but that 
already she could see absolutely nothing. Nevertheless, she 
always looked in the direction of objects which were pointed out 
to her and was able to go about the room without apparently 
feeling her way. Most of the time she sat in a corner centered 
upon herself, and without taking any interest in her surroundings. 
When addressed, however, she would at once start to complain. 
So far as the general physical condition was concerned, the ab- 
sence of paresis and the normal condition of sensation were noted. 
Examination of the eyes showed that with —14 D she could see 
a finger at a distance of at least 4 meters; with —18 D she could 
distinguish small objects, such as coins, when held close to her. 
The knee-jerk on the right side was very weak; on the left side 
it was easily elicited. Romberg’s symptom was not present. 

As time went on the depression continued, and with it her 
lamentations seemed to increase. When told to go anywhere, 
she would refuse to do so, alleging as a reason that she could not 
see. On the other hand, things which offered a good deal of 
difficulty she often did without knocking against the furniture. 
Again, a key laid in front of her she would not see, but when a 
piece of bread was put in its place, she would pick it up imme- 
diately. 
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Another test of sensation was made on May 2, because the 
patient complained that her left leg was dead. The prick of a 
needle was not felt from the inguinal fold to the ankle, thence 
downward only faintly, and on the right leg not at all. Despite 
many efforts on our part, more delicate tests for sensation were 
not feasible. Hypalgesia also was noted on the arms and face. 

Further examination of the patient, who had previously stated 
that she suffered from convulsive seizures, showed well-marked 
signs of tetany. Merely a light tap on the trunk of the facial 
nerve on either side elicited a very definite and strong contrac- 
tion. Tapping of its individual branches produced similar re- 
sults. Striking of the median on the right side or the right or 
left radial produced contraction of the flexor muscles. The re- 
flex as well as the mechanical irritability of the muscles was much 
increased, on the arms as well as the chest. Tapping of the 
peronzus gave a very lively reaction. The knee-jerks could not 
be elicited. At our former examination for this sign great diffi- 
culty had been experienced on account of the stupidity of the 
patient, who stiffened instead of relaxing her muscles, but on 
this occasion complete relaxation was apparently obtained. When 
pressure was exerted over the art. brach. dext. the patient imme- 
diately complained of pain and said, “ Now the attacks are com- 
ing,” and in point of fact the position of the finger characteristic 
for tetany was assumed and the patient writhed with pain. 

The electrical examination showed no increased irritability 
either for the faradic or for the galvanic current, not even in the 
region of the ulnar nerve. 

For a time the manifestations of tetany disappeared, but on 
May 18 she had an attack in which she became unconscious, and 
clonic twitchings appeared in the upper extremities. On May 25, 
the patellar reflexes again reappeared. In July the patient passed 
through an attack of facial erysipelas. In September the facialis- 
phenomenon and increased mechanical irritability of the arm 
muscles were noted. In October another attack of tetany oc- 
curred without spontaneous twitchings. At the same time she 
suffered from intense pain in the chest, cedema of the lungs, 
exudations into the pleural sacs and abdominal cavity, with 
cyanosis. Albumin appeared in the urine. All these symptoms 
gradually disappeared after the cessation of the tetany. 
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On March 13, 1894, another attack occurred, accompanied by 
the same symptoms as before; on this occasion there were no 
spontaneous convulsive movements. On April 19, an intense 
cyanosis came on suddenly ; the pulse became irregular in rhythm; 
a few rales were heard over the base of the right lung. The 
temperature was 38.5° C. On April 20, dullness was made out 
over the base of the right lung; the temperature was 39.5° ; the 
cyanosis increased and death ensued. 

At autopsy nothing abnormal was found in the central nervous 
system with the exception of calcified small vessels which ap- 
peared on the cut surface of the cerebrum and cerebellum. They 
were not so readily noticeable as in the former case, neither did 
so many of them protrude like thorns from the cut surface. Cur- 
sory examination showed a fairly extensive calcification of the 
medium-sized and finer vessels, but also of the capillaries, which, 
however, seemed to be partly of a different type from that de- 
scribed above. 

This communication seems to add material support to the 
theory mentioned above concerning the basis of tetany, inasmuch 
as it is probably no mere chance that in both cases the somewhat 
rare calcification of the finer cerebral vessels forms the harmon- 
izing finding. 

After the lapse of eight years, it will still be agreed that the 
argument depending upon the second finding seems to bear with 
it no small amount of weight, which is materially increased by 
the fact that in numerous—several hundred—autopsies in my 
clinic it has not again been encountered. At the present time I 
still hold these observations to be important, despite the fact that, 
on the other hand, no one else has as yet demonstrated anything 
in the brain bearing upon the origin of tetany. This opinion 
holds good, however, only provided that my prefatory remarks 
devoted to the question of its relation are borne in mind—that is, 
that the calcification of the vessels in itself is not to be regarded 
as the pathological basis of tetany.” 

In conclusion, I would say that in the spinal cord of the first 
patient nothing was found which was thought to be in any way 
related to tetany. 


* See Schlesinger: Neurol. Centralbl., 1892, F. 66. 
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DESCRIPTION OF FIGURES. 


Fics. I to 10 and 29 to 31 represent sections from non-decalcified vessels; 
the others are from decalcified vessels. 

Fic. 1.—A calcified artery almost obliterated; unstained; ( # Hart- 
nack). 

Fic. 2.—Extensive calcification of the vessel wall; unstained; ( # Hart- 
nack). 

Fic. 3.—Extensive calcification; the adventitia is present; stained with 
methylene blue; (3% Reichert). 

Fic. 4.—Advanced calcification with proliferation of the intima; un- 
stained; Reichert). 

Fic. 5.—The middle portion of the lime deposit is becoming homoge- 
neous; lime granules are visible outside and inside; unstained; (% 
Reichert). 

Fic. 6.—Lime bands, still partly consisting of lime particles, gradually 
becoming homogeneous; unstained; (3% Reichert). 

Fic. 7.—Between the bands formed of lime particles, the ground tissue 
with its nuclei is visible; methylene blue; (34 Reichert). 

Fic. 8.—Marked calcification of the muscularis; marked proliferation of 
the intima; unstained; (3% Reichert). 

Fic. 9—A markedly calcified vessel, only partially decalcified; hzma- 
toxylin; (3 Reichert). 

Fic. 10—A partly transverse, partly oblique section of a decalcified 
vessel. The band-like arrangement of the colloid substance is shown in 
places forming compact bands. In places between them nuclei of muscle 
cells are visible. Methylene blue and eosin; (3 Reichert). 

Fics. 11 and 12—Advanced calcification; vessels decalcified. In the 
tissue in Fig. 11 no nuclei are seen; in Fig. 12 some are visible. Coche- 
nille; (34 Reichert). 

Fics. 13 to 21.—Series of a calcified vessel; in places the lumen is com- 
pletely closed; hematoxylin; (4.c Zeiss). 

Fics. 22 to 28.—Arrangement of the colloid ground substance, previously 
calcified, in the interstices between the muscle fibers, some of which can be 
made out by the nuclei. These interstices correspond in places exactly in 
shape with the elastic fibers. Fig. 22. Cochenille; (Reichert, Comp. Oc. 4, 
obj. Aprochrom. 3 mm.). 

Fic. 23.—Methylene blue and eosin; (2 Reichert). 

Fic. 24.—Methylene blue; (# Reichert). 

Fic. 25.—Cochenille; (Reichert, Comp. Oc. 4, Obj. apoch. 3 mm.). 

Fic. 26.—Cochenille; (# Reichert). 

Fic. 27—Hematoxylin; (# Reichert). 

Fic. 28.—Methylene blue and eosin; (4 Reichert). 
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Fic. 29.—Sagittal section; non-decalcified. Calcospherites in places 
coalescing. Hzmatoxylin; (34 Reichert). 

Fic. 30.—Half a vessel, non-decalcified; studded inside with masses of 
calcospherites ; unstained; (Oc. obj. c. Zeiss). 

Fic. 31.—Cross-section of a non-decalcified vessel. Calcospherites; (Oc. 
3 homog. Im., 7; Reichert). 


Note.—Since sending in the MSS. for the foregoing my attention has 
been called to the communication of Ernst (Zurich) at the last Naturalists’ 
Congress, reporting isolated calcification of the arterial elastic membrane. 
The various points of agreement and difference between my work and his, 
as well as that of Matusewicz (Ziegler’s Beitrage XXXI, p. 217) which 
he submits, cannot here be entered upon. I shall merely point out that 
their findings support all the essential points in my results. (It is also 
due to -Prof. Pick to sav that his manuscript has been in our hands 
nearly two years, but o...ng to unavoidable circumstances its publica- 
tion has been delayed till the present time.—Editors. ) 
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ON THE METHODS OF LATER PSYCHIATRY. 


By CLARENCE B. FARRAR, M. D., 


Assistant Physician and Director of Laboratory, Sheppard and Enoch 
Pratt Hospital. 


That the doctrine of diseases of the mind is the most backward 
child of medical science is an observation as commonplace as 
true, and the causes are not far to seek. 

The innate difficulty of rightly judging pathologic states of 
mind has furnished room from the beginning of history for the 
human proneness to attribute to the supernatural, to divine or 
diabolic agency, that which is not readily explained or understood, 
a proneness which the leaders among primitive peoples, namely, 
the priests, were quick to take advantage of, whether consciously 
or unconsciously, in establishing the authority of their own cult, 
and which in later times has still been encouraged by spiritual 
leaders, even among numberless pious communities of our own 
day. Among such, insanity as a disease of the mind did not exist. 
Individuals tainted in their wits were rather victims of the 
powers of darkness, sinners possessed of demons; the etiology 
of their misfortune was unrighteousness, the course chronic, 
the only therapy the heroic exorcism of the priest. In the pres- 
ence of doctrines such as these, scientific inquiry found no place. 
The axiom that reason is never more reasonable than when she 
leaves alone the things which are above reason, is evidently capa- 
ble of misinterpretation, and when so misinterpreted, of causing 
untold mischief. 

But the ideas of demoniacal influence are by no means limited 
to ancient profane or biblical history, as the following recent case 
in one of the German clinics will illustrate. A young girl of the 
uneducated class, belonging to that religious persuasion in which 
the authority of the priest is absolute, was one night startled by 
hearing the word “ swine” pronounced distinctly close to her ear, 
although no one was near her at the time. Considerably shocked 
and alarmed, she at once made the priest her confidant and he as 
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promptly told her that the voice was that of the devil, and that 
she must needs be guilty of some very heinous offence to be thus 
visited. Up to this time the girl had been apparently well. 
What the result would have been had she come under influence 
somewhat more healthy and enlightened than that of this spirit- 
ual guide it is useless to speculate. The fact simply remains that 
following his words she was plunged into a state of terror and 
excitement which speedily necessitated her transfer to the clinic 
for insane. 

The observation of cases of mental alienation was of course 
coexistent with human history, but of the night of ignorance when 
the priests were at once religious guides, lawgivers and medical 
advisers to the cult, nothing but evil is to be recorded. From 
Hippocrates came the first ray of light, with the denial of the 
priestly authority in the affairs of medicine and the snatching 
from their hands of all that which pertains to the study and treat- 
ment of diseases of the body, among which he included diseases 
of the mind. Insanity was thus for the first time looked at from 
the physician’s viewpoint and recognized as a disease of the brain. 
Conditions of excitement, depression and psychic enfeeblement 
were distinguished, certain features in the course, prognosis and 
treatment indicated, and the curability of many forms demon- 
strated. 

But these beginnings of wisdom were lost. The history of 
dzemonology throughout the dark ages and of witchcraft reaching 
almost to our own day* furnishes the saddest index to human 
credulity and gullibility. 

From the ruins of centuries, psychiatry, the most baffling de- 
partment of knowledge was the latest to revive, kept down by the 
weight of superstition which was fostered by the teaching of 
New Testament times that insanity is possession of the devil. No 
less a man than Heinroth, the first professor of psychiatry in 
Germany, taught at the beginning of the last century that mental 
diseases were primary diseases of the soul, independent of the 
body, that their cause was a misuse of the moral freedom en- 
trusted by the Divinity to each individual, in other words sin, 


*In the present month (December, 1904), a case of alleged witchcraft 
was brought before a local court in Thuringia. 
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their cure a return to virtue, and their prophylaxis a pious life. 
With the combating and overthrow of the teaching of Heinroth, 
the latest survival of the naive system which had its origin in the 
imagination of the priestly cult, modern psychiatry in the true 
sense may be said to date. It is, therefore, scarcely more than 
half a century old. 

One of the causes of the slow advance in this field, which has 
even to-day to be reckoned with, is the fact that too often the 
choice of men to whom the observation of the insane is entrusted 
has been, to say the least, unfortunate. Psychiatry as a science, 
loved and cultivated, exists in but a few living centers in each 
country. In multitudes of hospitals and asylums it is a dead 
letter ; the number of staff physicians is small and composed per- 
haps largely of men who have no aptitude or liking for laborious 
research. A meagre routine examination recorded possibly on a 
stereotyped printed sheet, together with the subsequent treatment 
of symptoms which arise, may constitute the entire history of the 
case. Under such circumstances it is useless to expect illuminat- 
ing scientific investigations to be carried through. We have thus 
to do with the lamentable situation of the most difficult prob- 
lems which science has to present being left in the hands of men 
the least able to solve them. 

The old school classification of mental diseases, still widely 
current, illustrates the naiveté with which the subject has been 
approached. The most obvious modifications of the normal per- 
sonality from day to day are those of the affect. An individual 
not considered of unsound mind may be observed on one occasion 
to be in high spirits, on another in the dumps, and it is assumed 
that if these two conditions be exaggerated to a pathological 
degree we have, roughly speaking, the diseases known as mania 
and melancholia, symptomatic diagnoses pure and simple, equiva- 
lent to saying that a patient whose chief objective symptom may 
be labored breathing is suffering from dyspnoea, and letting the 
diagnosis rest there. 

Krafft-Ebing one of the early exponents of the symptomatic 
classification admits in the seventh edition of his text-book, pub- 
lished posthumously in 1903, that psychiatry (from this point of 
view) is still little more than a descriptive science. 

Only recently in one of the great European centers of learning, 
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a new interne in a private mental clinic of considerable estimation, 
on coming before his chief for preliminary directions, received the 
following instructions, which are here repeated approximately in 
the words of the interne himself: “ You are about to take up 
a difficult science, one in which the beginner is apt to find only 
utter confusion. If I give you, therefore, at the outset the key to 
the labyrinth you will be able to find your way with comparative 
ease. A patient is presented to you. He is elated or excited, 
talks about everything in the world, makes ill-timed jests, is con- 
stantly active, perhaps violent and destructive. This, in a word, 
is the picture of mania. 

“A second patient is introduced. She is sad and self-re- 
proachful, too wicked to associate with others, sits in silence and 
gloom, or bewails her pitiable condition. As likely as not she is 
suicidal. The picture is one of melancholia. 

“ Still a third patient. He is quiet and orderly and converses 
with you about what you will. At some given subject, however, 
he leaves the track and indulges in vagaries entirely out of 
keeping with his previously expressed ideas. He believes some 
one to be plotting against him, his idea of his own personality and 
position is distorted, he is an impossible member of the family. 
Such is the picture of monomania. 

“ Finally you have a patient whose mental activity is atrophied. 
His ideas are few. He is silly, forgetful, complacent, has no 
volitional impulses. He has become a negative quantity. The 
picture is that of dementia. 

“Voila la psychiatrie! ” 

The interne who received this instruction felt, however, that 
there was something beyond and outside of such a short and 
convenient scheme. Many another might not, and it is just this 
unquestioning readiness with which diverse mental anomalies are 
sorted and cast into a few spacious vessels of generalities, which 
has blocked the progress of psychiatry and contributed not a 
little to bring it into ill repute as a very subordinate department 
of medicine, meriting but brief attention, sufficiently mastered by 
every practitioner, and in many instances left to the tender mercies 
of asylum men of indifferent qualifications or slender interest in 
their work, thus leaving the brilliant minds to devote themselves 
to the more live problems of medicine and surgery. 
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Turning now to the other side of the question, we shall have 
in the following pages to consider briefly some of the achieve- 
ments through which psychiatry is coming to honor among the 
daughters of science, and to review some of the chief means by 
which, during the modern period, the study of mental disease 
has accomplished whatever of good it now has at the beginning of 
the twentieth century to present. We shall have, therefore, to re- 
fer in succession to the three chief methods of observation. 
clinical, anatomic-pathologic, and psychologic, and to inquire 
what each has contributed. 


I. 


The clinical method yielded naturally the earliest results. In 
its fuller value it served first in France where Bayle in 1822 
separated from psychiatric chaos the disease picture of. dementia 
paralytica, which by virtue of innumerable clinical and anatomical 
studies since, has become the best known type of mental disease. 
The clinical method was later that of Hecker in differentiating 
hebephrenia, of Kahlbaum in appreciating the nature of katatonia, 
of Meynert in his description of amentia, of Falret in recognising 
cases of circular insanity, and of Kraepelin in the conception of 
maniaco-depressive insanity and dementia przcox. 

The clinical method in its fullest application implies an inquiry 
into the history of a case reaching back, not merely to the point 
at which Tristram Shandy affirms his woes began, but as far 
remote in the family history as it is possible to obtain trustworthy 
details, which must be given careful consideration in their possi- 
ble bearing upon the case in hand. It must, however, be borne in 
mind that as present day society is made up, a certain amount of 
eccentricity, alcoholism, of degeneracy in sum, is to be regarded 
as the norm, and that practically no family history is complete 
without some stray psychopathic facts. The clinical history 
embraces therefore the time from an indeterminate point in the 
past up to the moment of the patient’s death, when the pathologi- 
cal history begins, and its carrying out necessitates keeping the 
patient under observation after his hospital period, whether dis- 
charged cured or not, the careful comparison, in cases of so-called 
cure, of his condition at varying lengths of time after recovery 
with that before the illness, the comparative study of any subse- 


| 


442 ON THE METHODS OF LATER PSYCHIATRY [ Jan. 


quent attacks of mental disease, and the determination if possible 
whether they constitute independent symptom-complexes or are 
to be regarded as episodic manifestations of the original disease. 
Beyond the assumption of a special constitution or native pre- 
disposition, nothing can be more erroneous than to maintain that 
in a patient who has been once insane, all later aberrations must 
be part of the original condition, exacerbations of a primary 
psychosis, although to be sure, this is often enough the case. 

In the clinical valuation of cases the attempt at classification 
of forms of insanity comparable to that which obtains in internal 
medicine has thus far proved to be futile. In the first place for 
the investigation and appreciation of a patient’s mental condi- 
tion it is not only unnecessary but often directly mischievous, to 
force his symptoms into some cut and dried disease pattern and 
designate it by a single definite name. In this way the presence 
of certain more or less well defined symptoms is assumed to 
indicate an equally definite disease entity, while other perhaps 
equally numerous or important phenomena are either disregarded 
or necessarily misinterpreted. An exact psychological classifica- 
tion which shall take into account ail the members of human 
society is impossible. To be complete, we should have as many 
categories as individuals. It is even impossible to draw an accu- 
rate universally applicable line between normal and pathological 
in the human mind. How then in the manifestly more complex 
phases of disease shall we be able to assign each case forcibly to 
some fixed psychiatric pigeon-hole, the entire number of which, 
as most text-books bear witness, is so incredibly small? 

Not diseases but individuals should be the prime object of 
study, not the ability to discover symptoms sought which shall 
go to make up an external pathological entity, but rather to 
appreciate in its nature the diseased personality by establishing its 
variations, fine and coarse, in all the phases of mental life, not 
from an arbitrary norm, but from the norm of the individual him- 
self, which may depart widely from any given average and which 
must be determined anew in each succeeding case. 

Provisional diagnoses are indeed unavoidable, and their chief 
value lies in facilitating the recording of cases and the compara- 
tive study of symptom groups as well as in favoring statistical 
work. The dangers, however, of metamorphosing symptom-com- 
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plex into disease entity, are shown no better than by following the 
part which the amentia of Meynert has played in the history of 
insanity. 

During the first decade after it was described in 1881 the diag- 
nosis of amentia found astoundingly increasing favor until in 
numerous clinics it came to cover perhaps half the cases. It was 
a convenient diagnosis covering a multitude of conditions, and 
obscure cases fell easily into the amentia reservoir, thus reducing 
materially that troublesome quantity, the undiagnosed group. 

Meynert recognised but three acute psychoses, mania, melan- 
cholia and amentia, and of these amentia held the chief place. 
In his classical Klinische Vorlesungen (1890) melancholia occu- 
pies thirty-two pages, mania covers fourteen and amentia ninety- 
four. As synonyms of amentia (Verwirrtheit) Meynert enu- 
merates at the head of his chapter: “ Acuter Wahnsinn, allge- 
meiner Wahnsinn, Manie, Tobsucht, Melancholie mit Aufregung, 
Melancholie mit Stumpfsinn der Autoren.” In the clinical de- 
scription he includes cases of stuporous mania, delirium acutum, 
Kahlbaum’s katatonia, and petit mal, and he mentions periodic as 
well as simple forms. 

Besides his primary idiopathic amentia, Meynert recognised a 
limited symptomatic group in which the symptoms of amentia 
represented a stage or complication of other conditions, and it is 
this group which has since steadily grown at the expense of the 
former until to-day the very existence of idiopathic amentia is 
almost controversial. While many of Meynert’s followers and 
particularly the Vienna School, still look upon it as a distinct 
form of alienation of not uncommon occurrence, it is by other 
observers considered for the most part episodic in other 
more clearly defined diseases. Kraepelin who perhaps represents 
the extreme in this direction allows at most 4% to 1% of the 
total admissions under the heading amentia. Many cases for- 
merly so diagnosed are now assigned to the katatonic group, or 
the motility psychoses of Wernicke, others to the maniaco-depres- 
sive, circular, and recurrent psychoses, while but a small per- 
centage of cases, belonging to the asthenic or exhaustion psycho- 
ses remain under the original name. 

Again, the variety of opinion which exists concerning the 
nature and frequency of occurrence of hysteria as a disease 
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entity, and the relation to it and the significance of hysteriform 
symptoms which are known to occur in practically every form 
of mental disease, illustrates the dangers of hard and fast 
diagnoses. 

Just as on the anatomical side there is no single structural 
change which is certainly pathognomonic of a definite clinical 
type, so in the symptomatology it is fatal to nail one’s faith to 
isolated phenomena. The symptom of random reply (Vorbeire- 
den) which Ganser and Raecke consider one of the distinguish- 
ing features of hysteria, Nissl as stoutly claims as a manifesta- 
tion of katatonia, while Meyer concludes that it is a symptom of 
relative value only and bound up neither in katatonia or hysteria. 

The diagnosis of dementia preecox which may reasonably be 
called Kraepelin’s disease is extremely frequent in many of the 
German clinics and is gaining ground in France and England, 
and more slowly on this side. By Kraepelin himself it is regarded 
rather as a provisional diagnosis, admitting that the 15% of total 
admissions which in its present form it includes, is probably too 
high a figure, and that future investigation will perhaps separate 
the great group of dementia przcox into several more sharply 
circumscribed and possibly independent diseases. 

Wernicke who strenuously opposed the teaching of Kraepelin 
in regard to dementia przcox, early pointed out that it was an 
error to cast a universally bad prognosis in the cases described by 
Kraepelin, affirming that a considerable proportion of the pa- 
tients entirely recovered, a statement to which Kraepelin now also 
gives provisional approval. 

Moreover the phenomena of motility out of which Kahlbaum 
constructed katatonia in 1874, and which Kraepelin makes a 
sub-type of dementia przcox including a third or more of the 
cases, occur in such a variety of conditions and present such 
differing outcomes, that the question—disease entity or symptom- 
picture—cannot be regarded as settled. Aschaffenburg is inclined 
to believe that every case of katatonia shows lasting defects, 
while Meyer is of the opinion that one-fifth to one-fourth of the 
cases completely recover. 

The metamorphosis of disease into symptom is again illus- 
trated in Korsakoff’s syndrome. Described originally as an 
alcoholic psychosis in 1887, to which two years later Korsakoff 
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gave the name “Cerebropathia psychica toxzmica,” it was 
found to have such varying etiology and symptomatology that 
Jolly proposed that “ Korsakoff’s psychosis” give place to 
“ Korsakoff’s symptom complex,” and this is now a widely ac- 
cepted usage. Kraepelin urges retaining the name Korsakoff’s 
psychosis for the alcoholic form alone, placing in other categories 
the cases which develop on the ground of other intoxications or 
infections, and in arterio-sclerotic and senile conditions. 

As another instance of the lack of fixity in mental diagnosis 
may be mentioned Kraepelin’s involutional or true melancholia. 
Up to the present, Kraepelin has looked upon this form as a 
distinct well-characterised disease, to be sharply differentiated 
from depressive attacks in earlier life, most of which are phases 
of maniaco-depressive insanity. There is, however, some evi- 
dence to show that the involutional depression may indeed form 
part and parcel of the larger group of maniaco-depressive in- 
sanity. 

This possibility has been given consideration by Kraepelin in 
certain illustrative cases, although he still holds to his original 
classification. The prominent symptom for which Kraepelin 
always looks in cases of involutional melancholia lies in well 
developed religious delusions, particularly deep-rooted ideas of 
sin committed, which with a fairly uniform affect-tone, a slowly 
progressive onset and long duration constitute the chief features 
of the disease. The description while persuasive is not entirely 
convincing. It seems at least questionable whether sin-delu- 
sions should be allowed to count as differential characters in 
separating an involutional insanity from one occurring earlier 
in life. It is a trite observation that man thinks and acts dif- 
ferently and is indeed a different being with each succeeding 
decade. The insistent object of thought in youth is replaced by 
another in manhood often inconsistent with the first, and the 
supreme object of the prime of life gradually loses warmth and 
reality with declining years. By this simple psychologic 
metamorphosis to which Haeckel has called attention in several 
learned men, who with advancing years, ceased to be scientific and 
became pious, the mental furniture is being constantly altered. 
It is well known that elderly persons are often occupied by re- 
ligious ideas which never came conspicuously to the surface 
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during their more active and healthy years. It is, therefore, easy 
to see how insanity attacking individuals of different ages will 
be expressed in delusions of varying content dependent upon the 
changing ideas, ambitions, and activities which may be considered 
normal for the respective periods of life; and it is natural to 
assume than an attack of depression in the senium would be 
characterised by preference by ideas of sin and personal unworthi- 
ness and delusions in general associated with what may be a 
perfectly sane appreciation of the fact by the individual that he 
is mentally and physically on the downward path, and that he 
is losing grasp on life and its activities, while such manifesta- 
tions might be absent entirely during a depressive attack in a 
younger individual. 

Moreover the personal equation and the results of environment 
have here their part to play. Cowper who had been educated in 
a hyper-religious atmosphere gave expression in numerous re- 
curring depressive attacks almost exclusively to delusions of 
strongly religious coloring. 

It would seem, then, that the existence of a distinct melan- 
cholia of old age to be separated from periods of depression at 
other times of life, such as occur in maniaco-depressive insanity, 
except in so far as the psychic expression of any psychosis may 
be influenced by the time of life, is at least open to question. 

As has been said, the paramount object does not lie in making 
the observed phenomena in a given case fit snugly into the rubric 
of some disease-pattern. The practical object is rather to learn 
the value of individual symptoms and symptom groups as affect- 
ing prognosis, to be able to judge whether the patient will recover 
or become demented; whether the present illness is likely to be 
long protracted ; in case of recovery, or improvement, what social 
and business relations will he be capable of ; what are the proba- 
bilities of recurrence; what are the dangers of suicide and 
crime. 

Aside from this, the scientific interest sees in the modern 
development of individual psychology a leading which must be 
followed by those who appreciate that a hundred diseased human 
minds cannot profitably be tossed into a half-dozen text-book 
categories. 

Indeed with the facts at present accumulated, and with 
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pathologic anatomy, in spite of the great significance of its actual 
contributions, still in an embryonic state, when we consider the 
fields yet unexplored, one feels the force of Ziehen’s observation 
that a single ideal classification of the psychoses may be impossi- 
ble. 

A few well defined clinical types exist, it is true, and it is those 
forms among them which are recognised as dependent upon dem- 
onstrable pathologic alterations in the brain tissue which will 
form the basis of the psychiatry of the future. That the so-called 
“functional psychoses” will ever entirely disappear from the 
classifications is perhaps hardly to be hoped, and while they exist 
they make up the pre-eminently fluctuating portion of our 
material. A purely symptomatologic diagnosis, or even an 
elaborate “ clinical” one, which is after all only the nth power 
of the symptomatologic, if unsupported by laboratory facts will 
never become binding for observers of subsequent times. Thus 
fell one by one into disuse the various systems which taught 
that insantiy was a primary and independent disease of the mind 
or soul, without reference to its physical basis. 

If one were to assemble all the conditions which various 
authors have described under the single designation “ melan- 
cholia,” one would have a tolerably complete list of known and 
unknown mental anomalies. 

In its earliest usage melancholia meant simply madness. 
Hippocrates refers to it as a variety of mania associated with 
gloom. Most writers up to the time of Esquirol use the term 
to denote all cases of so-called partial derangement of the in- 
tellect, on the assumption that depression is usually an accom- 
panying feature. 

Chiarurgi* toward the close of the eighteenth century insisted 
that in the disease commonly known as melancholia, which he also 
described as a partial insanity in contradistinction to mania which 
represented a general insanity, the important and characteristic 
symptoms were the fixed ideas. The nature of the affect-tone 
Chiarurgi looked upon as of secondary importance. A patient 
suffering with melancholia was not necessarily depressed, anxious 
or fearful; he might even show the symptoms of mental exalta- 
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tion. Cullen’s partial disturbance of the understanding, and the 
mania of Haller are brought together by Chiarurgi under melan- 
cholia, the insanity of fixed ideas; and the insania hilaris of 
Celsus, while included in the same general category is denomi- 
nated melancholia spuria. 

Chiarurgi indeed recognised the inconsistency of applying the 
term melancholia to patients who had no symptoms of depression 
and suggested that were it not for the general acceptance and 
understanding of the word in its perverted sense he should advise 
replacing it by the denomination, insanity of fixed ideas. It 
remained, however, for Esquirol to separate these cases described 
by Chiarurgi and place them together in a distinct group for 
which he originated the name monomania. 

Pritchard, in his treatise on insanity (1835) did not recognise 
melancholia as a separate disease, but made it one of the varie- 
ties of his all-embracing moral insanity. 

Such are some of the phases in the history of melancholia, 
the modern type of the functional psychoses, and originally the 
generic term for all forms of madness. 

In view of the facts that no system of classification has yet 
been found which will without forcing account for all the cases 
which present themselves, and that the founders of systems the 
most widely adopted in their time, admit that in a fourth to a 
third of their cases an absolutely certain diagnosis is impossible, 
it is evident that a sufficiently extensive field still remains uncon- 
quered. 

The best that is often possible is to describe the phenomena 
which present, and then to watch and wait, with note-book in hand. 
In this way material will be accumulated which will have more 
value for the men who come after than if the details of descrip- 
tion had been left out and their place taken by diagnostic phrases. 

The zeal for finding, as soon as possible, a diagnosis, after 
which through the arbitrary satisfaction of having “ catalogued 
the case,” searching observation of the patient relaxes, cannot 
but be pernicious. Better the seeking through the study of the 
actual conditions at the various stations along the incoming, 
central, and outgoing tracts of the patient’s higher reflex arcs to 
ascertain in just what manner and degree he varies from his 
personal norm, substituting for the simple diagnosis which in 
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many cases is impossible, the composite mental picture thus 
obtained. 
II. 

The second method of investigation in mental disease, that 
of post-mortem section and the microscope, although its results 
may appear relatively small when we consider the definite relations 
which have long been recognised between structural change and 
clinical manifestations in other organs of the body, has neverthe- 
less contributed in no small measure to the solution of many of the 
problems with which we have to do. It is, moreover, a method 
big with promise for the future, although in some quarters un- 
fortunately, the enthusiasm with which pathological researches in 
the cortex were greeted following the discovery of improved 
methods of observation, has been allowed to cool as a result of the 
inevitable slowness with which the facts of cerebral pathology 
must accumulate. 

Diseases of the mind must be regarded as diseases of the brain, 
and it is here that we must look, particularly in the elements of 
the cerebral cortex, for those alterations which underly the clinical 
symptoms which constitute the psychoses. Under ideal condi- 
tions both clinical and anatomical diagnoses should be possible, 
independent of each other, and upon comparison should be found 
to fit to the last detail. This is the distant goal which, from the 
facts at present available, may be considered doubtful of 
attainment, although it is slowly but steadily being approached. 

The morbid anatomy of the individual psychoses began with the 
observations of Bayle in 1822 on dementia paralytica in which he 
described changes in the central organs, more particularly in their 
enclosing membranes, which he looked upon as characteristic of 
the disease. 

Esquirol * had pointed out that in certain patients the symptoms 
of dementia were complicated by disturbances of articulation 
and progression and sphincter paralysis, occurring in succession, 
and had shown that the discovery of such paralytic symptoms in 
speech and gait, in however mild a form, greatly increased the 
gravity of the prognosis. The two manifestations, however, of 
paralysis and dementia, he regarded as expressions of separate and 
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independent disease conditions, associated as it were by accident. 
The paralytic phenomena represented a second affection compli- 
cating the dementia but not to be confused with it, “ pas plus que 
les signes du scorbut qui complique souvent cette maladie ne peu- 
vent étre pris pour elle.” 

Bayle was the first to recognise that the various mental and 
physical symptoms which had so often been observed in associa- 
tion by Esquirol and his followers, were in truth all manifestations 
of one and the same disease, which he believed to be dependent 
upon a chronic inflammatory process in the meninges. “On ne 
saurait donc se refuser d’admettre que ces deux ordres de phénom- 
énes sont les symptOmes d’une méme maladie, c’est-a-dire d’une 
arachnitis chronique.” 

At a time when the oil immersion had not yet been turned on 
the cortex, and when even its coarser internal structure was still a 
sealed volume, the alterations in the membranes, usually so pro- 
nounced, were naturally the first to attract attention. 

Calmeil,* in his report of sixty-four cases of paresis, likewise 
insisted upon the meningeal lesions as the chief characteristic of 
the disease. Patients which died from accidental causes and came 
to section during the early stages, and those which had presented 
the symptoms of paresis in but moderate degrees of intensity, 
showed only an inconsiderable but varying increase in the intra- 
cranial fluid, which remained clear, a corresponding dilatation of 
the ventricles, and a slight apparent thickening of the inner mem- 
branes due to “ serous infiltration.” 

In those cases which died when the disease had run its course 
and which had shown the various clinical signs in typical intensity, 
the macroscopic findings were much more pronounced. Here was 
to be observed above all a clouding and thickening of the pia- 
arachnoid with adherence to the surface of the convolutions. The 
adhesions were, as a rule, most extensive and firm over the an- 
terior and superior or inferior aspects of the hemispheres, but were 
often general, involving the whole surface of the brain, in some 
cases including the cerebellum. Decortication was the conse- 
quence of the attempt to strip off the pia. 

In addition to an accummulation of fluid, clear, turbid, or san- 
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guinolent, in the subdural space of brain and cord, Calmeil alluded 
to another particularly constant and characteristic appearance due 
to an excess of fluid in the subarachnoid cavity. This cedema of 
the membranes causes a separation of their layers and accounts in 
part for their increase in thickness. Moreover, it follows the pia 
between the convolutions, distending the fossz, and gives to the 
whole surface of the hemispheres a peculiar appearance of soft 
gelatin which quivers when touched or jarred. The dilatation of 
the ventricles and the amount of contained fluid stood in propor- 
tion to the accumulation within the dura. Naked eye examina- 
tion showed in the cortex wide departures from the normal in gen- 
eral appearances, color and consistency, while the underlying white 
appeared healthy in the majority of cases. The dura was in most 
instances reported normal. Hzmorrhagic foci were, however, 
noted both in the membranes and brain substance, as well as 
cortical areas of softening, ependymal granulations in the walls of 
the ventricles, and even changes in the calvarium itself. 

Such were the beginnings of the pathology of paresis. They 
had to do only with macroscopic changes, but in this respect they 
must be regarded as tolerably complete, even to-day after a lapse 
of eighty years. Calmeil’s capital finding, the thickened adherent 
pia, is the most prominent and constant naked-eye appearance in 
the paralytic brain. It was chiefly the adhesions to which Calmeil 
called attention, and both these and the actual hyperplasia and in- 
filtration of the inner membranes often reach an extreme degree 
not approached in any other pathological condition. 

The development of the finer microscopic technique, making 
possible a histologic differentiation of the psychoses, began with 
the introduction of elective staining methods, about twenty-five 
years ago. Previous to this, carmine, introduced by Gerlach in 
1858, was the universal stain, and the fundamental facts of brain 
anatomy and pathology were worked out from carmine prepara- 
tions. Inasmuch, however, as this method afforded only diffuse 
pictures in which everything was stained red, the only distinction 
being slight variations in shade, it is not surprising that finer ana- 
tomical relations, as well as the whole gamut of histopathological 
details as we now understand them, remained undiscovered. 

The new era was ushered in by Exner, who discovered that by 
examining in ammoniated glycerin sections from material which 
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had been hardened in osmic acid, he obtained pictures in which 
nerve fibers, even those of the smallest caliber, such as were quite 
indistinguishable in carmine specimens, were stained black and 
stood out with great distinctness on a light background, all the 
other elements remaining unstained. The discovery of Exner 
formed the starting point in the development of the elective 
myelin sheath method. Its first fruits were the remarkable ob- 
servations of Tuczek (1884), showing a progressive disappear- 
ance of the tangential and supraradiary fibers in the brains of 
paretics. This change, at first supposed to be specific in paresis, 
although especially characteristic of that disease, is now known 
to occur as well in other terminal conditions, notably senile and 
epileptic dementia. 

As early as 1882 Weigert reported the first of a series of experi- 
ments which culminated in 1884 with his hematoxylin myelin 
sheath staining method, to which is due practically our entire 
knowledge of the normal fiber content of the brain, making pos- 
sible the myelinogenetic studies of Flechsig and the production of 
the valuable atlases of Wernicke. 

But fiber anatomy presents only one side of the question, and 
for the understanding of pathological processes going on in the 
cortex, by far the least important. There remained to be worked 
out an elective cell stain which would reveal in a constant manner 
the minute structure of the cytological elements of the cortex 
and their products, unobscured by fibers, thus supplying a picture 
complementary to that obtained by the Weigert method. To this 
subject Nissl had already turned his attention in 1880. During the 
ten years following he worked on his method, the development of 
which furnishes one of the most interesting chapters in micro- 
scopic technique, and published in 1890 his procedure in its final 
and perfected form. 

It was now possible to institute studies which should clear up 
many of the questions of the anatomy and pathology of the ner- 
vous ‘elements of the cortex, both cells and myelinated fibers. 
Another tissue, necessary to complete the picture, was still ob- 
scure, viz., the non-nervous intercellular substance, or neuroglia, 
and here again the task fell to Weigert’s hand. In 1895, after 
seven years uninterrupted work he made public his elective glia- 
stain together with the results he had obtained with it in studying 
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the normal distribution of neuroglia elements throughout the 
central organs. Just as in the instance of the nerve fiber stain, 
so here in the case of the glia, it is the method of Weigert which 
has made possible the researches which have furnished the most 
of our knowledge of the intercellular substance, the origin, rela- 
tions, and pathological changes of the glia fibers. 

Such in brief has been the origin of the three most important 
technical procedures of which the brain histologist of to-day makes 
use. To them must be added among others the Marchi method 
for degenerated fibers, Van Gieson’s method of collagenous 
connective tissue, and especially a third staining process of 
Weigert, his elective elastic tissue stain which is of so much im- 
portance in demonstrating syphilitic, arterio-sclerotic, and other 
vascular changes.” 

The contributions of the microscope to psychiatry during the 
past twenty years have indeed been great, and the hopes for the 
future can be no less. By the combination of various elective 
staining methods through which definite constituents of the cortex 
can be isolated and studied separately as well as in their mutual 
relations, a collective appreciation of the character of the disease 
process has been attained in certain pathological conditions with 
an accuracy of detail before undreamed of. 

What have been the results of the application of the new tech- 
nique to the study of paresis, in furnishing the histopathologic 
counterpart of the excellent macroscopic pictures of Calmeil? 
First came the observations of Tuczek on the disappearance of 
the tangential fibers. Later, under the influence of the neurone 
doctrine, the nerve cell was kept tetanically in the center of the 
field until it was learned that of all the manifold alterations which 
the nerve cells present in cases of paresis there is none which is 


*Our technical armamentarium is still deficient in two chief features. 
We have as yet no fibril method which can be relied upon for the deter- 
mination of the morbid changes in these structures, and in the second place, 
in the intercellular substance, the nervous grey of Nissl, which remains after 
the nerve cells and their demonstrable processes, the glia nuclei, cell bodies 
and fibers, and the vascular elements of the cortex have all been accounted 
for, and whose presence has been assumed in explanation of the width of 
the supraradiary layers in man, particularly in the frontal convolutions. 
This tissue has thus far eluded every attempt at demonstration. 
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specific for the disease, none which is either a constant finding 
or which may not also be found in a variety of other conditions. 

Finally the attention of histologists has been directed to the 
pathological process as a whole in its effect upon all the elements 
together which go to make up the central organs, and more par- 
ticularly in its modes of expression in the cortex cerebri. It is 
largely the accumulated results of studies in the finer pathology 
of paresis which have made it now the best known of the mental 
diseases. The microscope to-day is the court of last appeal. In 
cases of doubt, when clinical signs fail or are inconclusive, the 
microscopic diagnosis is the most certain and trustworthy. 

To review even summarily the various tissue alterations which 
taken together make up the definite pathological picture which is 
recognized as characteristic and specific for paresis, is hardly pos- 
sible within the scope of this discussion. The disease-process is 
a diffuse one in two senses; first, that no region of the cortex is 
spared, although the widest variations in intensity may be ob- 
served, the occipital pole of the hemispheres in typical cases often 
showing but slight manifestations of the disease while in the 
frontal lobes the most advanced degenerative changes are found ; 
and second, that it is not a lamellar condition affecting by 
preference certain levels of the grey, but ravages the cortex 
without discrimination from pia to the medulla. 

In normal brains the only native constituents of the grey sub- 
stance are ectodermal in origin, the blood vessels being, as Wei- 
gert pointed out, nothing more than foreign structures penetrating 
from without, and not representing part of the brain parenchyma, 
just in the sense that the alimentary tract is merely a continuation 
of the external surface of the body, its contents lying really with- 
out the organism. Weigert demonstrated a glia sheath bounding 
the adventitia of the blood vessels without, which is continuous 
with the subpial glia network ; and the surfaces adjoining the ves- 
sels but separated from them by the glia sheath he designated col- 
lectively as the internal surface of the cortex. Moreover the 
white blood cells which have been widely stated to occur, even 
normally, scattered promiscuously through the grey matter and 
to lie often in the pericellular spaces, have been shown by the 
experimental work of Nissl, not to wander, as a rule, even 
pathologically, beyond the confines of the vascular adventitia, ex- 
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cept in cases where tissue relations are utterly destroyed, as in 
hemorrhagic foci, abscess, etc. 

While then normally, only ectodermal derivatives are to be 
looked for in the cortical parenchyma, in paresis, a new mesoder- 
mal element makes its appearance and is often present in 
astonishing numbers. These rod-shaped structures (Stabchen- 
zellen) are derivations of the elements in the vessel-walls, and 
might be assumed theoretically to occur in any condition in which 
vascular proliferative activity is pronounced. This is, however, 
by no means always true, for while in paresis they accompany a 
more or less marked capillary new formation, in other conditions 
with even greater capillary proliferation, as when tissue defects 
resulting from focal necroses are to be filled, rod-cells may be 
sparingly present or absent entirely. In healthy animals, used 
for experiment, rod-cells have not been found. Their presence, 
therefore, in such characteristic abundance in paresis suggests 
rather a regressive than progressive vascular change. Along 
with new capillary sprouts, these elements are given off prodigally 
from the vessel parietes, wander a certain distance and lie isolated 
in the surrounding tissue. They subserve no apparent function, 
have not been observed subsequently to contribute to the formation 
of new capillaries, and sometimes show degenerative changes in 
their cell protoplasm. 

A second mesodermal form derived from the vascular walls, 
the reticulated cell (fat granule cell, epithelioid cell, corps granu- 
leux, inflammatory cell of Friedmann, compound granular cor- 
puscle, Gitterzelle of Boedecker, Juliusburger, and Nissl), which is 
the wandering phagocytic cell par excellence of the nervous sys- 
tem, is also an occasional appearance in paralytic brains, but is 
observed only in connection with necrobiotic foci, as in an area of 
softening following hemorrhage, where its phagocytic function 
is called into service in removing the broken down ectodermal 
structures of the region as well as the escaped hematogenous 
elements. 

In the vascular system itself, beside the progressive and re- 
gressive alterations in the various mural elements, the infiltration 
of the adventitial sheath with lymphocytes, plasma cells, first 
discussed in connection with paresis by Alzheimer, and an occa- 
sional mast cell, is the one phenomenon which gives to the para- 
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lytic cortex almost macroscopically its striking and characteristic 
appearance. 

Among the cortical constituents proper, the ectodermal elements, 
ganglion cells and fibers and neuroglia, regressive changes in the 
former and progressive changes in the iatter go hand in hand; yet 
in no other diffuse disease process are such luxuriant outgrowths 
of glia met with as in paresis. Not only are the intercellular sub- 
stance of Weigert greatly increased both as to number and size 
of the individual fibers, and the subpial and extra-adventitial 
mesh markedly thickened, but the protoplasmic cell bodies them- 
selves show often enormous hypertrophy, as well as a very con- 
siderable increase in the total number of elements. Among the 
proliferative forms, the peculiar type with large pale eccentric 
nucleus and greatly exaggerated cell body (gemestete Zelle von 
Nissl) perhaps generally known as the giant spider-cell is pre- 
eminently characteristic. Another increase-form among the sup- 
porting elements, the glia clusters and nebule are also particularly 
common in paresis. 

Taken together the various pathologic findings, the more impor- 
tant of which have been mentioned, make up a microscopic picture, 
which it is impossible to confuse with any other condition. The 
irregular disappearance of the ganglion cells, the overgrowth of 
glia, the profound alterations in the intercellular substance, the 
often enormous increase of smaller blood vessels, the extensive 
adventitial infiltration, and the invasion of the cortex by hordes of 
mesodermal elements, all these factors contribute to a greater or 
less disorganization of architectonic relations, both in the breaking 
up of the columns of Meynert and the confusion of lamellar 
boundaries, which transforms the beautiful orderliness of the nor- 
mal cortex into veritable chaos. 

This picture may confidently be looked for in every case of 
dementia paralytica, it being understood that the degree of the 
progressive and regressive processes in the several categories of 
native and new formed elements, and the relation between the 
changes in one tissue and those of another, may vary within wide 
limits, not only in different cortices, but even in different areas 
of the same hemisphere. Alzheimer ° has recently covered mono- 


*Nissl’s Histologische u. Histopathologische Arbeiten, Bd. I. 
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graphically practically the entire field of the cortical pathology of 
paresis, furnishing illustrations of the chief types of morbid 
elements to be encountered. 

It is readily understood why paresis was the first psychosis to 
which microscopists directed their attention, and also perhaps why 
it has been only within very recent years that the systematic his- 
tologic analysis of the cortex has been undertaken in all mental 
cases of whatever nature, whether presenting recognizable macro- 
scopic abnormalities or not. In the short time, however, the 
foundations have been laid for an anatomical differential diagnosis 
which is bound to play a rdle of increasing importance in the col- 
lective study of clinical forms. In the first place the normal re- 
gressive changes which characterize the cortex in the senium have 
been worked out, and from these have been separated by reason of 
their greater intensity and the occurrence of certain peculiar ap- 
pearances in glia and ganglion cells, the cortical alterations which 
must be assumed to underly senile dementia. These changes are, 
as a rule, most pronounced in the upper layers of the cortex. 

Nissl has further described in katatonia a peculiar type of 
proliferative glia, which in contradistinction to senile dementia is 
found by preference in the deep layers of the cortex below the 
granular zone. He does not maintain that this glia form is specific 
for katatonia, but he declares, that in no undoubted case of kata- 
tonia in which he has had the opportunity of examining the cortex 
has it been absent, while its possible presence in other conditions 
appears to be merely accidental, and indeed rare. This type of 
glia differs fundamentally in morphology from that which is 
typical of senile dementia, and both of these again are entirely 
different from the forms which characterize paresis. Alzheimer 
has demonstrated in Weigert glia preparations a phenomenon in 
which the proliferating satellite cells, two or three of which may 
occur normally in close proximity to the ganglion cells, give off 
processes which closely embrace (umklammern) the body of the 
nerve cell to its apparent damage. In elective cell-preparations 
this condition presents the picture of so-called neuronophagia. 

Alzheimer has further contributed to our knowledge of the 
pathology of the cortex by his studies in arterio-sclerosis. In 
1894 he described clinically and pathologically under the name of 
arterio-sclerotic brain atrophy, a condition formerly confused with 
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paresis, but which he showed to have nothing to do with that dis- 
ease. At the same time Binswanger enriched the field of cerebral 
pathology with the picture of chronic diffuse subcortical encepha- 
litis, a disease also dependent upon arterio-sclerotic changes. 
Later Alzheimer added two other forms, perivascular gliosis and 
senile brainwasting (Rindenverddung), both of these and Bins- 
wanger’s subcortical encephalitis representing subforms of the 
general condition, cerebral arterio-sclerosis. 

The differentiation of the arterio-sclerotic psychoses, character- 
ised by rapid exhaustibility, impossibility of sustained mental 
effort, affective depression and apprehensiveness of wavelike in- 
tensity, defects of memory, especially of the recording faculty 
(Merkfahigkeit), aphasic and other focal symptoms, with inter- 
current seizures varying in severity from vertiginous to apoplecti- 
form shocks, the symptoms appearing late in life and resting upon 
a definite anatomical basis, has been one of the distinct gains of 
later psychiatry. 

Diffuse cerebral syphilis is another primarily vascular condition 
which can, however, usually be separated both anatomically and 
clinically from other forms of arterio-sclerosis, as well as from 
general paresis. 

Along with the clinical study of cases, a diagnostic measure of 
considerable importance which has recently been brought into 
service in connection with the pathology of the psychoses is the 
intra-vitam examination of the cerebro-spinal fluid.’ 

The simple therapeutic lumbar puncture introduced by Quincke 
in 1890 was first turned to cytodiagnostic purpose by Widal in 
1900. As a diagnostic measure it includes the systematic investi- 
gation of the physical, chemical, cytological and bacteriological 
reactions of the fluid obtained by lumbar puncture. Bacteriologi- 
cal examination is especially called for in the differentiation of 
the several meningitides. 


* Widal, Sicard, Ravaut, Soc. d. Biol., 13 October, 1900; Sicard, Le 
liquide ‘cephalo-rachidien, Paris; Schafer, Allg. Ztschr. fiir Psych., Bd. 
LIX, 84; Dupré et Devaux. Bull., d. 1. Soc. méd. des Hopitaux, 13 June, 
1901; Nageotte, ibid., 31 January, 1901; Séglas et Nageotte, ibid. 13 June, 
1901; Guillain et Parant, Rev. Neurol., 30 April, 1903; Joffroy, Annales 
méd-psychologiques, Sept., 1901; Ravaut, Annales d. Dermatol. et d. Syph., 
January and July, 1903; Campbell, Review of Neurol. and Psychiatry, 
January, 1904; Nissl, Centralbl. fiir Nervenheilk. u. Psych., April, 1904. 
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Regarding the nature of the cerebro-spinal fluid itself and its 
alterations in disease, by use of the technique of Widal, many 
facts have already been accumulated, the more important of which 
may be thus summarised. In the normal fluid are to be found 
traces of serum globulin, while serum albumin is absent or present 
in extremely small quantities. In paresis, even in the very early 
stages, albumin is increased in amount, usually in considerable 
degree. Guillain and Parant examining sixteen cases of paresis 
found a constant well marked albumin reaction, while in twenty 
other cases of various psychoses the reaction was negative. Nissl 
in a series of seventeen sure cases of paresis obtained in each in- 
stance a positive reaction, and in forty-one other cases found albu- 
min absent (except in several patients with luetic infection or 
definite meningeal involvement). The finding of albumin is not 
peculiar to paresis, but merely implies an organic meningeal lesion ; 
it occurs in tabes, or any exudative meningitis, and may be ob- 
served following hzmorrhage (cerebral! arterio-sclerosis). 

Parallel with the albumin reaction is an increase in the cellular 
elements (lymphocytes) of the fluid. Normally one sees but one 
to three elements in an oil immersion fluid. In paresis a marked 
increase is the rule, and they may be present in such numbers that 
counting becomes difficult. In any mental case showing the 
chemical and cytological reactions, paresis is the first disease 
which has to be reckoned with. Albumin and lymphocytosis are 
usually associated, but not always and the albumin reaction is the 
more constant of the two. 

If a suspected case gives negative results at the first examina- 
tion, if it be paresis the fact is usually established at the second or 
third puncture, undertaken after intervals of not less than ten days 
to allow the subsiding of any possible reactionary lymphocytosis 
following the first operation. 

The various involutional and senile psychoses, alcoholic insani- 
ties, the maniaco-depressive and dementia-precox groups as well 
as the so-calied functional neuroses furnish regularly negative 
results ; and in affording an additional means of early excluding 
these forms from among the differential possibilities in certain 
obscure cases of paresis or other chronic brain disease with men- 
ingeal involvement, cytodiagnosis fills an important place among 
our methods of examination. 
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A further chemical reaction, that of cholin, was first observed 
by Mott and Halliburton in the blood and cerebro-spinal fluid of 
patients suffering with paresis. Cholin is one of the katabolic 
products of the fat contained in the myelin sheath of nerve fibers, 
and the original supposition that its presence in the blood and 
cerebro-spinal fluid was limited to cases of paresis has been dis- 
proved by subsequent observations, both of the discoverers and of a 
number of other investigators. Mott found it in two cases of 
beri-beri, “‘ where the disease had been of sufficient duration to 
give the Marchi reaction in the nerves; but in another case, in 
which the patient had died in the early stage from heart failure, 
there was no evidence of cholin.” Gumprecht demonstrated its 
presence in cases of meningitis. Donath found it in nearly all 
cases of epilepsy, Rosenfeld showed it to occur in a variety of 
organic diseases of the nervous system, tumor, encephalitis, 
apoplexy, multiple sclerosis, epilepsy, paresis, tabes, Korsakoff’s 
psychosis. 

Representing as it does a normal product of the breaking down 
of nervous tissue the amount of cholin obtainable from the cere- 
bro-spinal fluid may be taken as an index of the extent of the 
degenerative process. That it was first detected in paresis is easily 
understood, as Mott observes, from the fact that paresis of all 
diseases is the one which presents the most far-reaching downfall 
of the nervous parenchyma. 


III. 


The third viewpoint for the study of mental disease, that of 
psychologic experiment, is the newest and consequently least 
well known and appreciated among alienists. Experimental 
psychology had its birth in the laboratory of Wilhelm Wundt in 
Leipzig in 1879, since which time similar laboratories have been 
founded in many of the other German universities and abroad. 
In no other country, however, has the growth of experimental 
psychology been so rapid as in America, where the pupils and dis- 
ciples of Wundt have given themselves to the work with a 
devotedness of purpose which commands the admiration of the 
Germans themselves. 

This work both at home and abroad had yet no direct connec- 
tion with medicine, and between psychology and psychiatry there 
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existed a lamentably wide gulf, a gulf which still exists in the 
majority of institutions. On the one hand, alienists have not been 
trained psychologists, and on the other, the psychologists have, as 
a rule, had little or no knowledge of clinical psychiatry. It re- 
mained, therefore, for Kraepelin to institute the bridging of the 
gulf by organizing in 1890 a laboratory for experimental psycholo- 
gy in Heidelberg in connection with the university psychiatric 
clinic, in which both normal and pathologic mental conditions 
should be studied by the same experimental tests. In this way he 
hoped to arrive at a closer analysis and understanding of the symp- 
toms which constitute the various clinical pictures than had hither- 
to been possible. How far he has been successful, a look through 
the “ Psychologische Arbeiten” will show. This publication, 
devoted exclusively to the experimental researches of Kraepelin 
and his pupils was founded in 1894, and now fills four large 
volumes, a survey of whose contents suffices to indicate how im- 
portant a place this precise mental vivisection occupies in the 
analysis and diagnosis of diseases of the mind. 

With the removal of Kraepelin to Munich, a new psychological 
laboratory has been set up in the psychiatric clinic of that city 
from which the “Arbeiten” will continue to be published, while the 
one in Heidelberg has ceased to exist. A second laboratory was 
established by Sommer in the psychiatric clinic in Giessen, and a 
third is to be opened in Tiibingen. These, with the laboratory at 
Berlin under Ziehen, are at present the chief places where psycho- 
logic experiment forms a regular and important part of the arma- 
mentarium of the alienist. The method thus inaugurated has 
contributed very materially to the knowledge of insanity, both in 
throwing light upon the pathogenesis of symptoms, and in correct- 
ing the conclusions of clinical observation. 

The observer has to do in the first place with the exact measure- 
ment of various mental processes in health and disease. Studies 
in the simple reaction time (interval required for receiving a 
sensory impression and translating it into a motor response 
measured in thousandths of a second) in normal individuals, 
showed that there were two chief reaction-types, muscular and 
sensorial. In those subjects whose reaction is of the muscular or 
motor type, the attention during the experiment is fixed upon the 
execution of the movement, hence in these individuals the reaction 
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time is short and errors are fairly common, both from misinter- 
pretation of the sensory impulse and from the tendency to prema- 
ture reaction. On the other hand persons of the sensorial type 
fix the attention on an earlier point in the reaction-circuit, namely 
the incoming sense-impression. Their interval is, therefore, 
longer than that of the motorists, and their errors correspondingly 
fewer. The time of the simple reaction to auditory stimuli aver- 
ages about 125¢ (¢=.001”). 

In addition to the simple reaction, other more complex methods 
are made use of, such as those involving a definite act of recog- 
nition of the form of the stimulus, those involving acts of dicision 
and choice, and finally those requiring various forms of associa- 
tive activity. The value of the application of these tests in acces- 
sible mental cases is obvious. In maniacal excitement, for 
example, the simple reaction interval may be shortened as a result 
of the increased psychomotor irritability, but on the other hand, 
associative activity in spite of the apparent hyperfunction, is 
actually diminished, the assumed increased rapidity of cerebration 
being in reality a deception, according to Kraepelin resulting 
from the greater divertibility of the attention and the increased 
facility of motor discharge. 

Normal and abnormal phenomena of association have been the 
object of a special series of observations by Aschaffenburg who 
defines four great groups as follows:—(1). Inner associations, 
(2). Outer associations, (3). Sound associations, (4). In- 
direct associations. 

Inner associations are those which stand in the relation of cause 
or effect, coordination, subordination, or predication to the orig- 
inal word used as stimulus. 

Outer associations are those whose relation to the original word 
is merely one of co-existence in time or space, of speech remi- 
niscence or of similarity or identity. 

Sound associations are such as depend not upon the sense of the 
stimulus-word but upon its sound-image, and may consist in the 
addition of syllables to the original word to make a new one, the 
meaning of which has no connection with the first. In this group 
also belong the rhyming associations both senseless and meaning. 
The fourth great group of indirect associations are those in 
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which the relation of the response to the stimulus must be sought 
in an unuttered usually subconscious intermediate association. 

Aschaffenburg showed that in experimental fatigue resulting 
from a night’s watching the number of sound associations was 
greatly increased at the expense chiefly of the inner associations, 
the latter representing the highest type of associative activity, the 
sound associations the lowest. Studies such as these are of great 
significance in the consideration of the pathogenesis of symptoms 
in actual alienation, in which conditions of exhaustion are so often 
the underlying factor. 

Aschaffenburg found that in alcoholism, as well as in mania the 
sound associations were increased in frequency and the inner 
associations decreased, just as in his experimental fatigue, and he 
associated this altered ratio with the increased motor excitability 
which is characteristic of all three conditions. The group of con- 
ditions belonging to Kraepelin’s exhaustion psychoses present in 
their general characters merely the symptoms of the experimental 
fatigue writ large. 

Gross in an extensive series of observations on the handwriting 
determined in detail the character of this method of psychomotor 
expression in health, and followed its variations representing 
changes in the personality in various psychoses. He described 
particularly the character of the writing-curve in various forms 
of maniaco-depressive insanity and in katatonia. 

The work of Michelson on the depth of sleep demonstrated the 
nature of the two great sleep-types, characterising respectively the 
morning worker and the night worker. In the first type, sleep 
is profound in the early part of the night, or within the first half- 
hour after going to sleep, and becomes shallow during the early 
morning hours. The individual wakens early, feels refreshed and 
is capable of doing his best work before noon. 

In the second type profound sleep is reached only after several 
hours, and there is no such marked decrease in depth with the 
approach of morning as in the first type. Persons belonging to 
this class are usually unfit in the morning and their working 
capacity gradually develops during the day, so that they are capa- 
ble of their best effort during the afternoon or at night. The 
great body of neuropathic individuals of our generation belongs 
mostly to the night-worker type. 

32 
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To review the four volumes of the “psychologic studies” is en- 
tirely beyond our present purpose. For this the reader is re- 
ferred to Weygandt’s* comprehensive résumé, also to Hoch’s’ 
briefer review. 

The researches themselves furnish the groundwork for a 
scientifically accurate conception of insanity, embodying as they 
do the application of the exact laws of the psychological labora- 
tory to the clinical consideration of mental cases. Particularly 
suggestive are the studies on the psychological effects of drugs 
and poisons; and the demonstration of the relation between 
anatomical changes in various forms of intoxication (as revealed 
by post-mortem section and by animal experiment), and abnormal 
mental function furnishes one of the most immediate and fruitful 
problems in cerebral pathology. 

In the estimation of the psychic condition of an individual the 
chief criteria furnished by the studies of the Kraepelin school are 
these : 

(1) Determination of the mental functioning-capacity (Leis- 
tungsfahigkeit), represented by the rapidity with which simple 
mental processes take place. The three chief points here to be 
taken int account are, (a), perception of sensory impressions, (b), 
association of mental images, (c), execution of voluntary move- 
ments. 

(2) Measurement of the effect of practice, or the increased 
functioning-capacity through exercise (Uebungsfahigkeit). 

(3) Quality of general memory or the permanancy of in- 
creased functioning-capacity through exercise, measured after 
considerable intervals of time (Uebungsfestigkeit). 

(4) Estimation of the functioning-capacity of the various 
forms of specialised memory as shown by the fixity of sensory 
impressions, associations and motor sensations. 

(5) Effect on the functioning-capacity of the stimulus de- 
veloped through a period of uninterrupted work, in other words 
the capacity for warming up to a task (Anregbarkeit). 

(6) Measurement of the degree of fatigue (Ermiidbarkeit) 
after long continued work. 


*Centralbl. f. Psych. u. Nervenheilk, Jan.-Marz, 1903. 
* Psychol. Bulletin, June 15, 1904. 
* Psychol. Arbeiten, Bd. I, H. i., pp. 63 ff. 
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(7) Measurement of the capacity for recuperation from fatigue 
or exhaustion (Erholungsfahigkeit). 

(8) Determination of the depth of sleep at successive intervals 
during the night. 

(9) Measurement of the capacity for resistance to disturbing 
influences, or of the amount of diminution of the functioning- 
capacity under the influence of irrelevant sensory impressions, 
in other words the degree of divertibility of the attention (Ablenk- 
barkeit). 

(10) Estimation of the ability to disregard continued disturbing 
influences through habituation to them (Gewohnungsfahigkeit). 


The researches of the Heidelberg School are important not only 
in the analysis of the factors which bring about abnormal mental 
states, and in supplying new diagnostic and therapeutic indica- 
tions to clinical psychiatry ; in addition, it is a part of the original 
plan of Kraepelin that each piece of experimental work should 
include a discussion of the value of the personal equation in influ- 
encing the results. With this in view the test-persons in a given 
series of experiments are separated into groups according to their 
manner of reaction and the quality of their work thus determined, 
in short, according to their functional-mode, and the characters 
of the psychic activities of individuals and groups of individuals 
are defined in so far as the range of the given experiments makes 
possible. In this way a foundation based on laboratory methods 
has been laid down for a broad individual psychology which is 
not alone of such inestimable significance in the appreciation of 
cases of mental alienation, before all, the borderline cases, in show- 
ing that an arbitrary norm by which mental health or disease may 
be estimated does not exist; but which plays a capital role in the 
larger question of education, upon the merits and faults of which 
the sanity of the nation in such great part depends. 

In the foregoing pages reference has been made to some of 
the methods, attainments, limitations and possibilities of the newer 
psychiatry. In like proportion as the efficiency of our methods 
of observation has increased, has increased the complexity of the 
problems to be solved. The goal is not to be reached by the 
clinician alone, nor by the anatomist and pathologist, nor by the 
chemist or psychologist alone. All laboring together will still 
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find before them a hundred years hence a field as limitless as that 
which confronts the workers of the present generation. But 
withal it is no mean record which the closing years of the nine- 
teenth century have to present; they have brought it about that 
our science, instead of being a subordinate, little understood and 
little cared for branch of knowledge, has become in its many sided 
developments and relations one of the broadest and most im- 
portant departments of medicine. 
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REMARKS UPON INSANITY AND EPILEPSY IN RE- 
GARD TO THE DURATION OF LIFE. 


By ROBERT JONES, M.D., Lond., B.S., F.R.C.S., Eng. 
Resident Physician and Superintendent, London County Asylum, Claybury. 


Sir William Gowers has already stated, in his opening paper on 
“Insanity and Epilepsy in relation to Life Assurance,” that the 
need for such an investigation is a definite knowledge based upon 
facts and that the facts should be numerous; for insurance work 
is dependent above a!l things upon a correct “ aggregate average ” 
which, as he truly states, can only be obtained by collective inves- 
tigation. 

To some extent such information is furnished by the Tables of 
summaries from all the asylums and mental hospitals presented in 
the Report of the Lunacy Commissioners to the Lord Chancellor. 
What I have to say will be in part the result of my own experience 
and in part also the deductions from the report referred to. 

The problem of life insurance in regard to insanity presents to 
my mind two absolutely separate and distinct aspects. Firstly, the 
risk of insuring certified cases—those who are already inmates of 
some institution or are under “single care,” for, Sir William 
Gowers asks, can an actually insane person be accepted for life 
insurance upon any terms? Secondly, the risk of insuring any 
life with the possible chance of insanity or epilepsy occurring at a 
future period. The answer to the first question depends entirely 
upon the form of the insanity. The generic term “ Insanity,” is 
to me most misleading, for the term includes so many varieties, 
each with its own life value. It connotes, however, among other 
things, a higher general mortality than occurs in the sane, but 
the exact and ideal information as to the general duration of life 


*This paper was the opening of the adjourned discussion upon Sir 
William Gowers’ paper, before the Life Assurance Medical Officers’ Asso- 
ciation at 11 Chandos Street, Cavendish Square, London, W., on November 
2, 1904. 
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in the different kinds of insanity is still a desideratum. If mental 
states are classified, and as Sir William Gowers states, a classifica- 
tion of our facts is necessary and in his opening address he invited 
facts as to the risks to life in the various forms of mental un- 
soundness, what classification are you going to adopt? Without 
going into detail about the different kinds, based upon causation, 
age, evolution, or pathology, the one founded upon symptoms 
appears most acceptable, and is the system adopted for general 
statistics. Cases of excitement are described as mania, of depres- 
sion as melancholia, of loss of mental powers as dementia ; mental 
perversion or fixed delusions are referred to as “ delusional 
insanity ” and there are moreover general paralysis, epilepsy, and 
weak-mindedness or idiocy and imbecility. Now, all these forms 
are received and treated in asylums or mental hospitals and we 
have fairly definite evidence as to the duration of life in them. 
The average age of 2085 males admitted during 1903 into the 
asylums of London was 42 years and the expectation of life at 
this age is 24 years, making the age at death 66 years, but the 
average mean age at death of 721 males in the asylums of London 
during 1903 was 50.7 vears, although seven of these were between 
85 and 95 years of age. The average deaths at all ages in Eng- 
land and Wales for the ten years ending 1901, was 17.6 per thous- 
and living. For the year 1902 the average death rate was 16.3 per 
thousand persons living (males 17.4, females 15.2). These 
figures, of course, include deaths at all ages, and the percentage is 
naturally raised by including infantile mortality and that of 
children under 5 years of age, which are very high, amounting to 
about 55 per thousand living, whereas in the asylums of England 
and Wales the deaths during the quinquennium 1898-1902, aver- 
age 98.7 per thousand living in these institutions, and during 1902 
they amounted to 105.15 per thousand living among the certified 
insane (119.0 males, 91.3 females), a ratio six times as high as that 
which occurs in the ordinary population, although the insane 
population is mostly over 20 years of age when admitted. Indeed 
it is evident from the following table that the death rate among 
the insane in institutions during certain age periods, is exceed- 
ingly high when compared with corresponding age periods in the 
general population. 
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One is justified, therefore, in looking upon the insane as a class 
marked by considerable physical inferiority and lowered vital re- 
sistance to disease as is significantly shown by these high death 
rates. There is, however, included among the various forms of 
mental diseases, one which stand out as particularly incurable and 
hitherto unyielding to medical treatment, which causes in some 
institutions nearly 33% of all the deaths, and last year in all the 
asylums of England and Wales caused nearly 25% of the total 
male deaths. This is general paralysis of the insane, which occurs 
mostly in men (82% of all cases of general paralysis occur in 
men) and forms 11% of all cases of mental disease among males 
who are admitted into asylums, the age of greatest incidence being 
between 35 and 44 years, and the duration of residence in 331 
male cases received into Claybury in whom the diagnosis was 
verified by post mortem examination, was I year and 4 months. 
It is more than three times as often met with in married men as 
among single men or widowers. It is a great question and I will 
say no more about it here, except to express surprise that any 
insurance office in existence should take such cases, as even long 
before the disease itself is evident, there are subtle symptoms of 
its onset and development which are possible of recognition and 
which should not escape a vigilant examination. Some astonish- 
ment has been expressed that in the tables of Dr. Claud Muirhead 
only 13%. of all the deaths were due to insanity, but the incidence 
of insanity among males in the general population is only .062% 
in any year and in the statistics quoted, the percentage is more 
than double this average. Among males over 25 years of age, the 
age probably of the greatest number of assurance presentations, 
the incidence of insanity is only .12% and even this is below that 
quoted by Dr. Muirhead. I myself confess surprise that in the 
I2 cases reported, it is expressly stated there was in the family 
history no indication of a neurotic tendency. 

As Sir William Gowers points out, a history of insanity is not 
infrequent among ordinary cases, for he states that not less than 
2% of cases met with in ordinary practice have such a history 
and there are few families that are untainted with a hereditary his- 
tory of some nervous breakdown. In the medical statement of 
many insurance societies the question is never asked whether there 
is a history of ancestral insanity or neurosis. The question is 
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only asked as to a history of personal insanity and unless the his- 
tory of insanity is wilfully suppressed—and we know only too well 
that it frequently is—I am totally unable to account for its absence 
in Dr. Muirhead’s statistics. 1s it possible also that the incidence 
of insanity may be much higher than Dr. Muirhead himself 
states, and that he has taken the certificate of death alone as fur- 
nishing information of insanity in the cases that have died? lf 
so, we may well understand the few cases recorded, although this 
proportion taken for the general population is high. The death 
certificate very rarely states a death to be from mental causes, 
even though the patient die in an asylum for the insane, for the 
Lunacy Commissioners accept only one cause of death, and the 
bodily disease is generally stated without reference to the mental 
condition. Furthermore, the feeling of the friends is taken into 
consideration, and any possible stigma is purposely avoided in the 
death certificate. These are certainly factors to be considered in 
dealing with the possible deaths from insanity, although the statis- 
tics referred to have been so carefully and ably compiled that it 
seems presumptuous of me to criticize them. What do we see in re- 
gard to this question of a neurotic history? Of all cases of insanity 
admitted into asylums of England and Wales, a neurotic heredity 
is present in 22%, and in those with a suicidal tendency it occurs 
twice as often. Heredity, based upon the fact that like produces 
like, is the great conservative force of nature, which, whilst 
eliminating accidental peculiarities, always tends to the preserva- 
tion of the normal type. In insanity, heredity counts for much, 
as the experience of any asylum physician will record. Per- 
sonally, I look upon insanity as a faulty or a vicious organization, 
as a degeneration of the constitution, much oftener by heredity 
than acquired, which latter rarely occurs. In estimating heredity, 
it is impossible not to notice that in the histories of families certain 
diseases appear to occur interchangeably with insanity and which 
may be regarded as hereditary equivalents of insanity. I have 
often seen epilepsy, hysteria, alcoholism, chorea and hypochondri- 
asis appear interchangeably with insanity, and I have noticed one 
disease in particular, viz: phthisis. This disease is a more fre- 
quent cause of death in asylums than is generally accepted by 
medical men. In 1903, phthisis was responsible for 16.3% of all 
the deaths in institutions for the insane. In the general popula- 
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tion and for all ages it is not half this ratio. The tendency to 
phthisis may, I think—-and it is only my personal opinion—be 
looked upon as a tendency to insanity; conversely also, I look 
upon insanity as constituting a heredity for phthisis. Personally 
and from extensive experience, which I can support with statis- 
tics, I would look upon phthisis in one parent and a neurosis, 
such as a previous attack of insanity, in another as ground for 
caution in accepting a life for assurance; as a convergent weak- 
ness, which a heredity of this kind implies, constitutes a strong 
force towards the deterioration of the offspring. 

As to the other varieties of insanity, that form called “ delu- 
sional insanity,” characterized by systematized delusions, i. e., by a 
tendency to reason out a cause for the persecution; or cases of 
fixed ideas (the so-called “ cranks”) do not in my opinion, tend 
to shorten life. Such insanity is four times more common among 
the private (i. e., the assurable) class than among the poorer, and 
is rarely followed by dementia. Every physician knows this type 
by the woven plot of logical reflections. It is an insanity of men 
—often of able men—mostly between the ages of 25 and 35, the 
period of greatest functional mental activity. Every asylum con- 
tains a large number of such chronic cases and some at advanced 
years. 

Congenital imbecility or chronic weak-mindedness is twice as 
often met with among the poorer (i.e., non-assuring) class. 
Whatever may be thought of the physical development of such 
cases, my experience at Earlswood and elsewhere leads me to look 
upon these as of deficient vigor and vitality. They are not long- 
lived and they not infrequently die from gradual decay, at from 
40 to 50 years, without any definite disease to account for death, 
much as do some from 60 to 65 with the average mental equip- 
ment. The average age at death, for several years, of cases 
admitted into Earlswood, whose organs were described as 
“healthy ” on admission, was 25 years. The Earlswood Asylum, 
a private mental hospital, formerly received as “life presenta- 
tions ” able-bodied weak-minded persons who had been trained to 
be useful, and statistics in regard to them are very valuable. 
I have been enabled by the courtesy of Dr. Charles Caldecott, the 
medical superintendent of Earlswood Asylum to insert the follow- 
ing tables in regard to the duration of life in an institution of 


‘ 
} 
| 
H 


1905 ] ROBERT JONES 473 


exceptionally favorable hygienic and other surroundings of the 
chronic weak-minded (congenital) class. 


TABLE B. 
(48) “LIFE” PATIENTS WHO HAVE DIED AT EARLSWOOD 
ASYLUM. 

Total number 48. 

Total 48 

between 60 and 70 years of 8 

Total 48 
TABLE C. 

(108) “LIFE” PATIENTS STILL RESIDENT IN EARLSWOOD 
ASYLUM. 

Living in Asylum over 70 years of I 
between 60 and 70 years old.... .................. 14 
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M F 
Oldest age amongst life patients.............+eeeee- 69 years 74 years 
Youngest age amongst life 24 
Average age amongst life “ 
Longest time in Asylum amongst life patients........ 56 “  “ 
Shortest time in Asylum amongst life patients...... - ie 
Average time in Asylum amongst life patients...... 36.1 “ 3“ 


I am of opinion, based upon statistics, that chronic weak- 
mindedness indicates a lowered vitality. 

No one would, I am certain, insure any case of acute insanity 
until the exacerbation had remitted, as the risk to life is great, 
whether the attack be acute mania or acute melancholia. If the 
attack be a brief simple psychosis, the result of a single over- 
whelming powerful cause and there is no history of a degenerate 
inheritance, then the chance of a recurrence is less. All cases of 
recurring insanity imply unexpected acute exacerbations and they 
are unfavorable lives. Melancholia is more frequently met with 
among males of the assurable than among the poorer classes (as 
30 to 23), and it indicates a greater mental reduction than occurs 
with mania. In view of possible suicide, personal depression is 
an important factor and such a life should be rated high. Acute 
mania and acute melancholia appear most often between 25 and 
34 years. All acute insanities imply some secondary or conse- 
quent dementia, a state which means a greater liability to low 
forms of inflammation, catarrhal lung diseases and phthisis, as also 
to diarrhea and mal-nutrition. How unfavorable insanity— 
speaking generally—is to the duration of life is seen from the 
statistics of ages at admission and death already quoted from the 
asylums of London. Next as to suicides, which are a serious loss 
to insurance societies. In Dr. Muirhead’s statistics, 127 cases 
out of 9163 male deaths were due to suicide, an average of 14.1 
per 1000 deaths or 1 for every 72 deaths, at an average age of 
47 years, and the greatest number of suicides in any single year 
occurred during the first year’s insurance. These statistics cover 
a period of 21 years, which yield a rate of 6 per year for 436 aver- 
age deaths. They closely approximate those of another insurance 
society, the “ Clerical Medical and General,” which the actuary, 
Mr. Whittall, has kindly furnished me with. In this society, out 
of 1576 male deaths in the 7 years ending June 30, 1904, there 
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were 23 suicides, I to every 68 deaths, a proportion of 14.6 per 
1000 deaths, which is slightly higher than that of the “ Scottish 
Widows.” Of these suicides 4 were in the first five years of as- 
surance. The proportion of suicides at all ages in the total popu- 
lation is only about 90 per million living. If male deaths alone 
are taken (285,618 in 1901), the proportion of male suicides 
(total 1796 in 1901) at all ages to deaths at all ages is 1 suicide 
to every 159 male deaths or 6.3 per thousand deaths. If again, 
males between the ages of 45 and 54 are taken, we find that in 
1902 in England and Wales, with an estimated population of 
1,413,055 between the ages of 45 and 54 years, the male death rate 
was 18.0 per thousand living, yielding a total of 25,435 male 
deaths. During the same year 572 male suicides occurred for the 
same age period—a rate of one suicide for every 44 deaths, or 2 
proportion of 23 per thousand deaths, so that there is a lower 
suicide rate among the insured than there is among the general 
population for the corresponding age periods—45 to 54 years. 
Now, of all forms of mental affection that associated with suicide 
is the most often inherited and the taint probably appears in the 
offspring at about the same age that it appeared in the parent. 
Several families are known to those of us whose work is among 
the insane, in whom the grandfather, father and son all committed 
suicide at about the same age. The family history is therefore 
most necessary. It is estimated that 21% of all male cases an- 
nually admitted into asylums show a suicidal tendency, but the 
occurrence of actual suicide is exceedingly rare in asylums and 
mental hospitals. During 1903 only a total of 28 suicides occurred 
among 9287 deaths, one to every 331 deaths or a proportion of 
only 3 per thousand of the total deaths in the two sexes. 

Of the 1708 males admitted under my care into Claybury in 
seven years, suicidal tendencies occurred in 27% or 472 cases. 
In 200 of these a definite history was obtained as to heredity, 
showing a direct history of insanity in the ancestors in 87 cases, 
viz., 43.5%, and in a slightly greater proportion on the mother’s 
side (48 to 39). There was a collateral insanity in 55 cases— 
27.5%-—so that a direct or collateral heredity was disclosed in no 
less than 70% of all the cases. Furthermore, a heredity of phthi- 
sis was ascertained to exist in 29%—in 34 out of 116 cases of in- 
sanity with suicidal tendency in which the inquiry as to phthisis 
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200 Suicidal Cases.—Table of Heredity.—Direct.* 
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: History of Insanity. 
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200 Suicidal Cases.—Table of Heredity.—Collateral.* 
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TABLE F. 


Of 200 cases of so-called Suicidal Insanity a history of Hereditary Phthisis was 
acknowledged in 34 and denied in 82 cases (= 116). The two following tables show i 
the direct and collateral relations of Phthisis in the 34.* 
| | History of Phthisis. 
Ay | BE a | S 
\ Pat. | | 1 So 
Grandfather............... Mat. 3 
“Mother’s side”........ | 8 | 17 
} | | 
| - 
4 19 | 21 
4 TABLE G. 
(as above). 
| History of Phthisis. | 
© 
| = 
= >| 81/213 
COLLATERAL. | < 2) | 
| (38/38 2) 4 
| | 
| | 
la Pat. | 3 3 5 
{ Mat. | 5 | 8 
Pat. | 1 | 4 
! 
2] 6 | 7 
; 5 21 1 a 2 1 | 30 
| 6 
*\In some cases the history of Phthisis was both direct and collateral. 
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was answered. Moreover, a heredity of insanity associated either 
with epilepsy, alcoholism, suicide, or some form of paralysis was 
met with in a not inconsiderable number, viz., 17%. as in Table G. 

Now is there such a thing as sane suicide? In my opinion there 
never can be a sufficient reason for self-destruction and there is 
no special form of insanity characterized by a lust for self sacri- 
fice. Unless the reason is destroyed by disease, motives act in the 
insane precisely as they do in the sane, and shame, pain, or misery 
and remorse may overcome a weak will in the one as in the other. 
If the causes of suicide are analysed they are often of trivial 
origin and either without motive, or only an imaginary one. 
These causes may roughly be classed (1) as selfish or egotistic, (2) 
altruistic, and (3) those which seem to admit of no definite group- 
ing and to be under no classification. The reversal of the instinct 
of self-preservation is no insurance suicide, but is a disease 
brought on not infrequently by slight psychopathic conditions 
such as neurasthenia, caused by worry, overwork or such nerve 
depressants as the influenza poison, or even ordinary ill health. 
Although suicide is more common among the insane, it is met with 
more among insane men than women, who nevertheless are the 
more numerous of the two sexes in the insane. On the other 
hand, those countries with the least number of insane persons 
often have the most suicide, and the reverse is also the case, e. g., 
the Jews are very liable to insanity, but have few suicides. There 
is no doubt that suicide has of late tended greatly to increase, 
and as man advances in years the proportion of suicides be- 
comes higher, the maximum per thousand living occurring in men 
over 65 years of age. It is important, therefore, that its possi- 
bility should be anticipated. In my experience the ages of great- 
est incidence for “suicidal” insanity were between 25 and 30 
years—the period of greatest mental development and expansion— 
and then between 35 and 40—the years in which the fruit of that 
expansion was maturing. As to the age, viz., 47 years, which was 
the average of the “Scottish Widows” suicides, it is an age in 
which, as Bevan Lewis states, the achievement of the struggle for 
existence has been decided, one in which the plans of action have 
borne fruit and one at which man’s weight and influencé as a 
social unit have been established. At this age he is either made or 
marred ; he is no longer in the making, and there is little chance 
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in the case of failure, of a further readjustment of the balance of 
action. Life is at this period, successful or the reverse. More- 
over, it is at this age that inherited faculties tend to assert their 
supremacy, and that the feeble and indifferent organizations suc- 
cumb from the disappointment of an unequal competition. 

I now come to Epilepsy, and Sir William Gowers’ special exper- 
ience is SO unique in regard to this disease that I shall refer mainly 
to the epileptic insane. It is estimated that the male population in 
the middle of 1903 in England and Wales was 16,183,344, and that 
there is one male epileptic for every 1000 males living, yielding an 
approximate total of 16,183 male epileptics of whom about I in 18 
become insane. In eight of the United States of America the 
proportion—after special inquiries—is estimated to be twice as 
high, viz., 1 epileptic to 500 persons living (Peterson). In Eng- 
land and Wales, male epileptics constitutes 9.9% of all males 
admitted annually into asylums, epilepsy and insanity occurring 
more than three times as often among the poorer—the non-assur- 
able class—than among the richer classes, but in asylums alone the 
male deaths from epilepsy (252 in 1903), constitutes only 5.2% of 
the total male deaths (4831 in 1903). The deaths from epilepsy 
in Dr. Muirhead’s statistics were 4.3% per 1000 deaths, the aver- 
age in the general population is 4.7 per thousand deaths at all ages. 
The average male age at death from epilepsy and insanity in 
asylums was 40.5 years for 1903. The average age of all male 
deaths in asylums was 50 years in 1903—nearly ten years higher. 
Out of 373 male epileptics admitted in ten years into Claybury 
Asylum, 121 have died, i.e., 32%, and of the deaths 31.4% died 
from epilepsy alone, i. e., exhaustion in consequence of fits. The 
average age at death of these was 38.5 vears. Dr. Alexander has 
very kindly given me his experience for the last 50 years ending 
August, 1904, in Hanwell Asylum, and he records the deaths of 
171 males from epilepsy alone at an average age of 37.7 vears. 
There is not a shadow of a doubt but that epilepsy shortens life, 
(1) either by its effects alone, or (2) by its general lowering of 
the vitality. Spratling states that in 150 cases, deaths occurred 
at an average of 29.46 years. Sir William Gower’s caution as to 
accepting any proposer who actually suffers from epilepsy shows 
how he realizes the risks. I believe, however, that when admitted 
into asylums they are better lives than outside, as the risks from 
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choking, suffocating in bed at night during a fit, serious falls and 
the consequences of low inflammation from impaired circulation 
after repeated attacks are less. All these are best guarded against 
in institutions and there are many cases of epilepsy at advanced 
ages in asylums whose fits began after middle life. In accepting 
any “ proposer,” however, I should be very guarded as to “ faints ” 
or giddiness, even when no cardiac, renal or circulatory impair- 
ment is present. 

Lastly as to syphilis. Its presence in the history of general 
paralysis is accepted as a necessary antecedent. In all cases of 
primary syphilis—as Fournier states and Sir Alfred Cooper also 
agrees—not more than 20%. ever suffer from any tertiary symp- 
toms. Mr. Jonathan Hutchinson, Jr., states that not more 
than 10% do so. Of those who suffer from tertiary symptoms 
not more than 50% of these suffer from nervous symptoms, para- 
syphilitic or otherwise (at the most 10 in every 100 cases of 
primary syphilis) and of these again not more than 25% suffer 
from general paralysis or locomotor ataxia, so that at the out- 
side only 2.5%, possibly only 1%. of those who have contracted 
syphilis ever suffer from general paralysis or locomotor ataxia. 
Mr. Lockwood states that about 1% only ever get such late mani- 
festations as gummata with nervous symptoms, ataxia or general 
paralysis, atheroma choroiditis or retinitis. The period at which 
general paralysis most generally manifests itself is 15 to 20 years 
after the first symptoms which are often impossible to trace. I 
would be very guarded about any life that had contracted syphilis 
20 years ago and whose work involved stress of any kind, who 
was in impaired health, in whom there was the slightest suspicion 
of alcohol, or whose occupation—such as that of a soldier or a 
sailor—implied convivial tendencies and who moreover had a 
psychopathic history. Transient aphasia in persons who have had 
syphilis is an exceedingly evil omen. 

With regard to the risk of an ordinary life becoming insane, 
it is in forming a conclusion thereon that the instinct and the 
experience of the general physician will be the most reliable 
guides, and, as Sir William Gowers truly states, the greater his 
general experience the better are his assurance judgments. I 
deplore the fact—and it is a fact—that less consideration is given 
to the so-called “temperament” of our patients than was cus- 
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tomary with the more ancient physicians. Although the phase 
“humoral pathology ” conveys little to one’s mind in the present 
day, our ideas in regard to immunity and the reaction to toxins 
are derived from some appreciation of these “ humours.” The 
factor of personal depression, the so-called atrabilious tempera- 
ment when associated with hereditary insanity or neurosis, may 
mean suicide and the risks of a male between the ages of 25 and 
55 becoming insane are 2.3 per thousand lives. It does not appear 
high, but failure to appreciate the risk may imply a considerable 
loss to an insurance society. We accept fully the heredity of 
insanity and other nervous diseases and we know that insanity 
shortens life. Every medical inquiry form should therefore 
ascertain the direct ancestry and the collateral history as to in- 
sanity or suicide. It is the chief guide and the strongest evidence 
of a like possible taint in any proposer. Even if there be insanity 
in a direct ancestor the odds are against insanity in the immediate 
offspring, for nature ever tends to the normal type or to an 
average. Nevertheless there is a risk, and this risk should be met 
by an added premium. If there be no insanity in the ancestor but 
yet in a collateral, there is also a risk which should be similarly 
met. If insanity is not established the family history is the only 
prediction that it may be coming. Stigmata of physical deteriora- 
tion have to be considered in any applicant and their values also 
determined. Sir William Gowers has already dealt so fully and 
so clearly with the whole subject that there is little left to be 
added. The laws of health cannot be infringed with impunity, 


least so, by him whose ancestral chain has already shown a weak 
link, 


CONCLUSION. 


(1) Insanity per se is inimical to life. It is a deterioration 
mental and physical. It causes more deaths in every quinquen- 
nium among the certified insane in asylums than in corresponding 
periods among the general population. Cases least affected are 
those holding fixed ideas, sometimes called paranoiacs or persons 
suffering from delusional insanity as are also those in whom an 
acute attack of insanity has left moderate but chronic weak-mind- 


edness. Congenital weak-mindedness diminishes the expectation 
of life. 
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(2) The most powerful and the most frequent antecedent of 
insanity and of epilepsy is either ancestral insanity or epilepsy. 

(3) All medical forms of inquiry used in insurance offices 
should ask whether there is a history of ancestral insanity (parents 
and grandparents) and collaterals (uncles and aunts). 

(4) That a suicidal tendency is eminently heritable—often 
appearing at the same age in the offspring as in the ancestor. 

(5) That suicides in asylums occur less frequently by one-half 
than in the general population during the period of greatest 
liability. 

(6) That phthisis and insanity are strong converging factors 
towards insanity. 

(7) That epilepsy shortens life—more so by an average of ten 
years—than insanity. 

(8) That antecedent syphilis in many assurable cases cannot be 
definitely ascertained either by admission of the fact or by its 
sequelz and that general paralysis occurs not more often than in 
about 1% of all cases which have contracted syphilis. 


| 
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A CASE OF GLIOMA OF THE PINEAL REGION. 


By E. E. SOUTHARD, M. D., 
Instructor in Neuropathology, Harvard Medical School. 


From the Laboratory of the Danvers Insane Hospital. 


Following is a case of psammoma of the pineal region. A 
study of the cell-picture and of the intercellular contents has 
aligned the tumor with the gliomata rather than with the sarco- 
mata. The cell-picture varies locally within the growth, presents 
unusual multinucleate structures, and is altogether more multi- 
form than is the rule with glioma. Clinically the case is quite 
undefined, but scarcely more so perhaps than most cases of the 
pineal-quadrigeminal group of cerebral tumors. 


I. CLINICAL HIsTorY. 


P. H., an Irishman of forty-four years, was transferred March 
14, 1904, from the Lawrence Almshouse to the Danvers Insane 
Hospital. He was fairly well nourished, but oldish-looking and 
weakly. He was unable to stand or walk alone. His gait, when 
supported, was feeble, tremulous, and somewhat propulsive in 
character ; the left leg dragged a little. There was a slight tremor 
of the hands ; the left hand grasp was a little weaker than the right. 
There was a coarse tremor of the tongue. Of the reflexes, the 
knee-jerks were much increased ; and the pupils, which were small 
and equal, failed to react to light. The Achilles, triceps, and 
wrist reflexes were present. The sensations were normal. The 
apex-beat was visible in the sixth interspace one inch outside the 
nipple-line ; there was a soft systolic murmur at the apex. The 
rest of the physical examination was negative, except for a degree 
of peripheral arteriosclerosis. 

The patient’s manner was agreeable, and he conversed willingly 
with the examiner. His answers to questions, though often in- 
correct, were as a rule relevant. His speech was somewhat thick. 
He was disoriented for time and only partially oriented for place. 
He was deficient in school knowledge and in ability at simple 
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calculation. The hand-writing was very defective. His memory 
was unreliable. There was no evidence of hallucinations, delu- 
sions, or romancing tendency. 

The patient was under observation until death, May 5, 1904, 
and, until a few days before death, little change was noted in 
him. He remained bed-ridden and untidy. During the first days 
of May he developed a temperature varying from 102 to 104.2, 
and relapsed into a comatose or semi-comatose condition, varied 
by general convulsions. 

Little as to his antecedents could be discovered. He had been 
a worker in the mill-towns in northeastern Massachusetts since 
his emigration from Ireland in 1890. His family and personal 
history was negative. He used alcohol to some degree. His 
inability to walk dated from what he termed a “ shock ” seventeen 
months before his death. 

I am indebted for the above notes to Drs. H. W. Mitchell and 
H. M. Swift, physicians to the Danvers Insane Hospital. 


CLINICAL SUMMARY. 


An Irish mill-worker of forty-four years, with moderate arterio- 
sclerosis. Mental changes of unknown onset and duration 
(patient an almshouse transfer) : disorientation, defective memory, 
and some general deficiency. Inability to walk unsupported, 
(dating from a “shock” seventeen months before death) and 
weakness of legs, with slight dragging of left leg. Tremor of 
hands, with somewhat weaker grasp on left side. Stiff pupils. 
Increased knee-jerks. Signs and symptoms stationary. Death in 
the eighth week of hospital observation, from an intercurrent 
pneumonia. 


II. Gross FINDINGS. 


Body well built and well nourished. Skin pale. Face pitted as 
from variola. Deep cicatrices on outer surface of right thigh and 
leg. Pupils equal, 5 mm. in diameter. 

Cavities of trunk not remarkable, except that upper right pleura 
is effaced. 

Heart.—Wt. 400 gms. Ecchymoses beneath epicardium, par- 
ticularly over right ventricle. Valves of normal appearance, 
measure: Tricuspid valve 14.0 cm., pulmonary valve 9.2 cm., 
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mitral valve 11.5 cm., aortic valve 9.0 cm. Muscle-substance dull 
colored and flabby. Left ventricle measures 1.5 cm., right ventri- 
cle 0.3 cm. in thickness. 

Lungs.—Left lung edematous, posteriorly shows post mortem 
congestion. Right upper lobe solid and red-gray with a finely 
granular surface of section and numerous vascular points. The 
parietal pleura and subpleural fat are removed with the lung which 
is overlaid with a thin layer of fibrin. Lower lobes edematous 
and injected. 

Spleen.—Wt. 140 gms. Capsule normal. Substance soft and 
pulpy, obscuring trabeculze and Malpighian bodies which are en- 
larged. 

Liver.—Wt. 1640 gms. Section surface broadly mottled with 
gray and reddish brown. There is a finer mottling with dull, dark 
red and lighter reddish-gray, which corresponds with the lobules. 
Substance friable. Gall Bladder normal. 

Kidneys.—Wt. 590 gms. (right 370; left 220). Strip readily. 
Subcapsular surface finely irregular but smooth and glistening. 
Cortex slightly wider than normal and opaque yellowish-gray in 
color. Conspicuous injection. Glomeruli very distinct. Three 
subcapsular cysts, 2-5 cm. in diameter, in right kidney. 

Other organs and tissues of trunk and extremities not remark- 
able. The Aorta shows slight sclerosis. 

Head.—Calvarium shows thin tables and soft, deep red diploe. 
Dura Mater tense, non-adherent. Sinuses normal. Arachnoidal 
Villi moderately developed. Pia Mater delicate and clear over 
convexity, but over base and cisterna cloudy. About the super- 
ficial origins of the cranial nerves and along upper margin of pons 
there is an increase of connective tissue. Convolutions flattened 
and velvety. Section through the stem at the anterior border of 
the pons shows a Mass springing from and continuous with the 
pineal gland, lying in third ventricle and aqueduct of Sylvius. 
The mass is soft and reddish-gray ; the free surfaces are granular 
and hummocky; the other surfaces are moulded smooth by the 
ventricle and aqueduct walls. Farther sections, after hardening 
in formalin, show that the mass begins posteriorly in substance 
resembling the pineal body, gray and grit-containing, and 
stretches forward, mainly to the right of the median line, to a 
point just anterior to the gray commissure. The mass lies free 
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in the third ventricle or presents here and there light adhesions 
with the ependyma. Posteriorly the mass bulges beneath the 
splenium of the corpus callosum and is rather firmly adherent to 
the pia as far back as the groove between the anterior and 
the posterior corpora quadrigemina. The mass is of fairly homo- 
geneous appearance. The part continuous with pineal body has 
an injected border. 

The lateral Ventricles are symmetrically dilated. 

The canal below the mass is not evident. 

The autopsy was performed by Dr. A. M. Barrett, to whom I 
am indebted for permission to report the case, for the materials of 
the above description, and for numerous suggestions. 


ANATOMICAL SUMMARY. 


Death from right upper lobar pneumonia, with fibrinous pleuri- 
tis, and acute splenitis. 

Moderate arteriosclerosis. 

Chronic diffuse nephritis. 

Hypertrophy and dilatation of heart. 

Neoplasm springing from pineal gland, occupying posterior 
half of third ventricle, anterior orifice of aqueduct of Sylvius, and 
the space beneath velum interpositum as far back as posterior 
corpora quadrigemina. (Figs. 1 and 2.) 

Dilatation of lateral ventricles of brain with internal hydro- 
cephalus and flattening of cerebral convolutions. 

Chronic fibrous leptomeningitis at the base of the brain. 


III. MicroscopicaL FINDINGS. 


Cultures from the trunk organs proved sterile, except from the 
Lungs which contained: right, staphylococcus pyogenes aureus 
and pneumococcus; left, staphylococcus pyogenes aureus, pneu- 
mococcus (?), and a few colonies of a bacillus of the pseudo- 
diphtheria group. 

Microscopical examination of the organs of the trunk chiefly 
confirmed the gross diagnoses. The pneumonic lung shows an 
exudate mainly purulent, with considerable edema, small hemor- 
rhages and numerous bacteria, both cocci and bacilli, the 
latter resembling the bacilli found in culture from the left lung. 
The heart shows brown atrophy. There is no great evidence of 
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general arteriosclerosis. The kidneys show cloudy swelling and 
slight fibrous overgrowth in some foci of the cortex with atrophy 
of a few glomeruli. The liver shows a very mild grade of portal 
cirrhosis. 

The finer structure of the tumor was studied in various regions 
by a number of methods and was found to differ appreciably on 
passing from the line of origin to the free-hanging intraventric- 
ular parts. The tissue throughout is supplied with well-formed 
vessels, and there is nowhere any notable hemorrhage or necrosis. 

The most striking thing in the microscopical picture is the 
great number of lime deposits, which range in size from a few 
micra to above a millimeter in diameter, exhibit in places a roughly 
concentric layering, and are surrounded by neuroglia fibrillz. 

The deposits, when teased out from the tumor and treated with 
dilute HCL, evolve bubbles of gas. Sheaves of acicular gypsum 
crystals form on treatment with dilute HzSOs. The distribution 
of the lime seems to be characteristic in that, on passing toward 
the outlying parts of the tumor, fewer and smaller masses appear. 
No masses are detectable in the plug of tumor which has lodged in 
the aqueduct of Sylvius, and very little iime can be found in the 
mass which fills the third ventricle. 

The tumor is everywhere rich in cells, but in the outlying and 
intraventricular parts exhibits very little intercellular substance of 
any sort. Nevertheless, in portions of the tumor well-penetrated 
by the fixative (formaldehyde and Zenker’s fluid were used), a 
few fibrillz can be demonstrated by various methods. The fibril- 
lz are demonstrable in great quantities in the cell-masses near the 
line of attachment of the tumor. They are fine and of fairly even 
diameter, long, and smoothly curving, and enclose the cells in a 
fashion typical for neuroglia fibrille. They surround the lime 
deposits in some cases quite smoothly and evenly (Fig. 5), but 
there is never any heaping-up of coarse fibrillz about the masses 
such as may be found in the normal pineal body of the adult 
about the similar deposits there laid down (Fig. 6). The fibril- 
le can be brought out by Weigert’s neuroglia stain and by Mal- 
lory’s phosphotungstichematteinin stain for neuroglia. They stain 
like neuroglia fibrilla with Mallory’s aniline blue stain for con- 
nective tissue. 

The cell picture is multiform. Corresponding with the devel- 
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opment of the fibrillz there are numerous cells in the tumor which 
somewhat closely resemble the active neuroglia cells often found 
in the cortex beneath the pia mater, or elsewhere in or about cor- 
tical lesions. In some cases the fibrillz lie in apposition with pro- 
cesses of the cell body or in apparent continuity therewith. The 
number of the astrocyte forms is, however, relatively low. 

More characteristic is a multiformity and irregularity in size 
of cell and nucleus which offhand suggests a classification of the 
tumor with the sarcomata. The greater portion of the tumor is 
composed of cell-masses which, were it not for very sparing 
fibrille reacting like neuroglia fibrillae, would readily warrant the 
diagnosis of sarcoma. The cells are small; the cell body slight ; 
the nuclei range from the size of lymphocyte nuclei to twice or 
three times as large. The smaller nuclei are spherical ; the larger 
ones irregularly rounded or oval. The nuclei have well-marked 
outer borders and one to several nodal points of deeply staining 
chromatin centrally placed. In places are larger cells with four 
or five peripheral nuclei, oval with tips touching or overriding. 
The central cytoplasm of these structures is hyaline. There is a 
suggestion of central dots in a few such structures. In the por- 
tion of tumor described above no mitoses are demonstrable. 

In some areas, however, not only mitoses but also very numer- 
ous multinucleate cells occur. In these areas, which are not fre- 
quent and run irregularly through the middle portion of the 
tumor, the tissue is more open and has fewer well-formed vessels. 
The structures regarded as mitoses are highly convoluted, deeply 
staining, and voluminous, occupying spaces as large as many of 
the multinucleate cells. Besides the mitoses are numerous cells 
with irregular nuclear forms. The nuclei are multilobate or 
actually multiple. The lobes or separate nuclear elements are of 
various size, and are sometimes drawn into bizarre or even 
ameboid shapes. One cell of this group, measuring 65 X 45 
micra, shows five large, peripherally disposed nuclei connected by 
smoothly tapering bridges, which radiate out from a center (Fig. 
7). This sort of structure is approached in several other ex- 
amples, wherein pale bands are set as if on the stretch between 
nuclear lobes or elements, and are differentiated from the rest of 
the cytoplasm chiefly by optical characters. 
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SUMMARY OF MICROSCOPIC FINDINGS. 


Lobar pneumonia. Brown atrophy of heart. Slight chronic 
interstitial nephritis and hepatitis. 

Psammoma of pineal region: New growth well supplied with 
vessels, without hemorrhage or necrosis. Lime-deposits sur- 
rounded by neuroglia fibrillz. Variable content of fibrillary inter- 
cellular substance reacting like neuroglia fibrille. Cell-picture 
various: Astrocytes, smaller and larger cells resembling those of 
sarcoma, mitoses, large cells with multilobate, bizarre, and multi- 
ple nuclei. 


IV. REMARKS. 


There are in the literature somewhat over fifty accessible obser- 
vations upon tumors (and cysts) arising in the pineal region. Of 
these a few only relate expressly to glioma or gliosarcoma. No 
plates accompany these accounts, which in the main antedate the 
neuroglia knowledge of the last decade ; and there is no means of 
divining the intercellular structure from descriptions of cell- 
pictures which fit the diagnosis equally of glioma and of sarcoma. 
It is nevertheless probable that a number of these cases were truly 
cases of pineal glioma and that further undoubted cases will be 
recorded if interest can be stretched to include a differentiation 
of the intercellular substances. It is moreover plain that, if there 
be a type of psammoma related to the sarcomata or endothelio- 
mata, there exists in any event also a type of sand tumor belonging 
to the gliomata. 


EXPLANATION OF FIGURES. 


Fic. 1.—Frontal section 8 cm. behind anterior pole. Note flattening of 
gyri, dilatation of lateral ventricles, and tumor in third ventricle. 

Fic. 2—Section shows posterior commissure in oblique section, with 
third ventricle above and Sylvian aqueduct below, both occupied by a con- 
tinuous tumor mass. 

Fic. 3.—Low-power view of tumor against the buckling wall of Sylvian 
aqueduct. 

Fic. 4—Low-power view of tumor showing masses and space occupied 
by large mass of lime deposit. Layer of condensed neuroglia below. 

Fic. 5.—750 diameters. Detail from tumor showing neuroglia fibrille 
around lime deposit. 

Fic. 6.—750 diameters. Detail from adult pineal body showing coarse 
neuroglia fibrilla amongst lime deposits. 

Fic. 7.—750 diameters. Bizarre multinucleate cell from tumor. 
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SOME OBSERVATIONS ON THE PROGRESS OF 
PSYCHIATRY.’ 


By T. R. NICHOLS, 


First Assistant Physician, North Texas Hospital for the Insane, Terrell, 
Texas. 


“ Medical Jurisprudence is a branch of jurisprudence that per- 
tains to questions concerning wounds, poisons, insanity, and pre- 
sumption of survivorship requiring technical knowledge of the 
medical sciences for their elucidation and determination.” It is 
not my purpose to deal with the subject in its entirety, but I will 
confine myself to that part pertaining to insanity; describing the 
methods of provision for, management and treatment of, mental 
diseases now adopted in this country. 

It is necessary to refer to ancient methods in order to contrast 
the progress that has been made in this branch of science. 

The past history of psychiatry up to the middle ages is known as 
the era of demoniacal exorcism. From this period up to and in- 
cluding the eighteenth century it is known as the chain and dun- 
geon era; then follows that of the special asylums and hospitals, 
which continue to the present time with gradations of improve- 
ment to meet the existing conditions of scientific advancement. 

All alienists agree that the earlier insanity is recognized and 
given the proper treatment, the more favorable is the prognosis ; 
therefore the most modern method is the establishment of psycho- 
pathic hospitals for immediate provision and treatment, obviating 
the delay incidental to admitting the patient to the eleemosynary 
institutions for the insane. 

This method is of prime importance to the patient and a source 
of comfort to those immediately interested, besides its adoption 
would render it unnecessary to provide custodial care in prisons, 
a custom which needs only to be mentioned to be condemned. 


* Read before the thirty-fifth annual meeting of the State Medical Asso- 
ciation at San Antonio, Texas, 1903. 
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After a certain period of time, the stationary and unimproved 
patients in these psychopathic hospitals are adjudged of unsound 
mind and committed to the regular hospitals for the insane. 

Germany is taking the front rank in constructing these institu- 
tions, having them in all the large cities; they are managed and 
equipped similarly to our general charity hospitals. 

Alienists and students of mental diseases substitute the terms 
“hospitals ” and “ mentally diseased ” for “ lunatic asylums ” and 
“crazy ;” these latter designations are harsh and frequently pro- 
duce a deleterious moral effect on the sensitive patient. The 
laity are uneducated to the fact that insanity is not a disgrace, and 
so long as they persist in stigmatizing the mentally afflicted, so 
long will the restorations be diminished. The frequent recurrence 
of mental disease is largely due to the want of confidence that the 
restored patient encounters, involving a humiliation which revives 
the exciting cause. 

At the close of the nineteenth century we have special institu- 
tions for the insane, epileptic, criminal insane, inebriates and 
mental defectives such as idiots, imbeciles and feeble-minded. 

The methods of provision have undergone a decided change and 
the block or concrete system.of buildings is being superseded by 
the cottage plan, which affords a more home-like environment for 
the patient whereas the block system is too sudden a departure 
irom domestic life to be conductive to real comfort and happiness. 

Since all observers agree that more good is accomplished by 
moral agencies in the treatment of mental diseases than by medi- 
cinal agents, the patient should be placed in the most suitable 
environment, home-like, sociable, with orderly and friendly asso- 
ciates. The psychical impression made upon an individual in a 
confused mental state is quite a factor in the ultimate prognosis 
and no expense should be spared in constructing our state hospi- 
tals with all the modern appointments. I heartily endorse the 
cottage system as the most feasible plan of provision for the 
mentally diseased; it offers many advantages over the block 
system : 

First. A classification which insures happiness and content- 
ment—a condition which aids materially the prognosis. 

Second. An ideal hygienic system is secured. 

Third. Isolation of infectious and communicable diseases. 
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Fourth. The danger of fire is very much reduced and the entire 
institution is not exposed, a condition that is a source of much 
anxiety in the block system where hundreds of patients are housed 
under one roof. 

Fifth. The cost of construction, maintenance and repairs is not 
any more than that of the block system. 

The physical management of our hospitals for the insane and 
the scientific treatment of mentally diseased and mental defectives 
has made wonderful progress in the United States, surpassing 
that of similar institutions in Europe, but there is a deficiency in 
original research from a pathological standpoint which is made a 
special department of study in the foreign hospitals, whereas only 
a small number of our institutions have well-equipped pathological 
laboratories. However this department is recognized as an 
important adjunct and it is only a question of time when the 
others will fall into line. 

Many of our state hospitals have a well organized staff of 
physicians and surgeons who are enthusiastic in this branch of 
science, not so much for the remuneration they receive as from 
patriotic and charitable feelings toward their fellow-man. 

The moral influence that encouraging words, patience and 
diplomacy exert, is of the greatest importance in the treatment, 
and can only be acquired by long experience and special study of 
each case. Another commendable feature is the regular staff 
meetings, the object and purpose being to present papers and 
cases which are discussed ; there is no question that such meetings 
act as a stimulus and each member of the staff will naturally put 
forth his best efforts. 

I will briefly outline what constitutes the accepted methods in 
this country for the public care and treatment of mental diseases 
trom an eleemosynary basis. The location of an institution of this 
kind is of special importance to the public and state; a site should 
be selected near the center of a given population, easily accessible 
from all directions by adequate railroad facilities ; there should be 
at least one tillable acre of land to each patient, and the capacity 
of the institution should not exceed twelve hundred beds. 

The surroundings should be hygienic, there should be natural 
drainage, an uncontaminated atmosphere and an inexhaustible 
supply of pure water. An abundance of native shade trees adja- 
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cent to the building site will save expense and provide shade for 
the patients, visitors and employees. A gravel-pit on the premises 
will insure good walks and roads at a minimum cost. 

The institution should be constructed on the cottage plan with 
all the modern appointments and intrusted to the management of 
a wide-awake, energetic superintendent, endowed with recognized 
executive ability and scientific knowledge; he should surround 
himself with enthusiastic, educated and conscientious medical 
assistants, loyal in every respect ; and select competent heads for 
the other departments. 

A pathological laboratory should be established, original re- 
search encouraged and regular staff meetings held at stated inter- 
vals, where papers and questions beneficial to the institution 
should be discussed. 

There should be a well equipped operating-room, in construction 
and arrangement similar to those in our general charity hospitals, 
where aseptic surgery can be done according to modern methods. 
Electro- and hydro-therapeutic apparatuses should be installed as 
important adjuncts to the hospital equipment. 

Trained attendants are much superior in every way to the inex- 
perienced, therefore training schools should be established with 
a two years’ course for graduation. The didactic and clinical 
lectures should be delivered by the hospital staff, assisted by 
experienced graduated tutors who should instruct in the practical 
duties in the ward and at the bedside. 

Diversion is an important adjunct in producing contentment and 
mental rest, as idleness breeds discord. Patients are encouraged 
to take exercise, as daily recreation in the park, and assist with 
the work in the different departments of the institution, but no 
drastic measures are permitted to coerce them ; the general exper- 
ience of observers both in this country and in Europe is that 
properly selected employment for each patient is of great value in 
the treatment and this systematic employment is profitable to the 
institution. 

All of those who are physically able and understand in a meas- 
ure the import of the duties assigned are permitted to employ 
themselves. They assist in the general housekeeping of the ward, 
and many of the females beome quite proficient in mending, knit- 
ting, hemstitching, crochet and drawn-work. 
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The different departments have their regular quota of patients— 
the laundry, sewing-room, kitchen, barns, mattress-shop, farm, 
grounds, store-room, plastering, painting, plumbing, dairy, garden, 
tailoring, dining-rooms, provisions being also made for emer- 
gencies that come up from time to time. Precaution is taken at 
all times to prevent over-exertion on the part of anyone. 

The average amount of labor done by a patient is estimated as 
being about one-fourth of that of a sane person under the same 
conditions and circumstances. 

Various amusements receive special attention and many of our 
state hospitals have a well organized orchestra to furnish music, 
which Abbott says is the only “ perfect language of the higher 
emotions.” 

Games, both indoor and outdoor, as cards, billiards, pool, 
dominoes, checkers, chess, lawn-tennis, base-ball, foot-ball and 
other field sports, have their place in the treatment of mental 
diseases. 

Literature is provided, books, periodicals and newspapers— 
which furnishes a mental stimulus and is the means of whiling 
away the time and the dissipating lonesome feeling that idleness 
courts. Also the regular dances which permit the males and fe- 
males to mingle with each other and are a source of especial enjoy- 
ment to them. Other diversions, as band concerts, matinees, con- 
certs, carriage drives, picnics, fishing parties, as well as gymnasia, 
bowling alleys and swimming pools are recognized as important 
adjuncts to up-to-date institutions. These methods of diversion 
aid in producing new fieids of thought and stimulate a cheerful 
feeling; besides it goes without contradiction that a depressed 
mental state naturally exists in any individual who is deprived of 
his freedom. 

A system of open wards where patients are allowed the privilege 
of going out and coming in at pleasure, within certain prescribed 
hours, has proven to be quite a success, it restores the confidence 
of the patient and cultivates self-reliance. Certain rules are pre- 
scribed as to boundary limitations and conduct. It requires clear 
forethought and judgment in perfecting a classification for this 
system and can only be available by those who understand what 
constitutes honor and integrity. 

A most important feature of this plan is the abolition of re- 
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straints, which permits a more natural condition and removes the 
continuous exciting influences that close confinement and seclu- 
sion engender. 

It is the present policy in many institutions to discountenance 
any mechanical restraint—padded rooms, chains, muffs, wristlets, 
lockbeds and lock-chairs. It has been ascertained that the most 
violent, restless and destructive patient can be controlled without 
these methods; however chemical restraints assist in a measure, 
but they have been reduced to a minimum. 

The locking of patients in rooms and dormitories at night is 
becoming obsolete, but is necessary in some cases. The open 
door policy aids materially in improving the hygienic conditions 
and reduces the danger of accident. 

The employment of an increased number of night attendants is 
necessary, but the expense incurred is of secondary importance 
when the health and comfort of the patient are under consid- 
eration. 

The construction of open pavilions on the grounds, isolated 
from the public drives and walks, is a feature that redounds to the 
credit of any hospital, especially where shade trees are conspicuous 
by their scantiness. There architecture should be rustic in design 
and they should be equipped with comfortable seats, patent swings 
and hammocks, free latitude being permitted for social enjoyment 
and amusement. 

Admission of visitors to the grounds, various departments and 
special wards is a prevalent custom in many state hospitals. I 
regret to say that the existing ideas of restraint and raving 
maniacs, as the phenomena to be observed, continue to cling to 
the public and many turn away with disappointment, because they 
were not allowed to see the worst cases, where dungeons, chains, 
padded rooms and other contrivances are supposed to exist. Such 
ideas show lack of education on the part of our citizenship and 
these people do not understand that these methods have about 
disappeared under modern provision, care and treatment. 

The plan for adjudging patients requires a regular legal pro- 
cess but the jury trials and other proceedures that are necessary for 
criminals are becoming obsolete, in determining the mental sound- 
ness of an individual. It is only those who come in daily contact 
with these patients that can appreciate the mental anxiety that 
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such methods excite and practical experience has demonstrated 
that deleterious results follow such a practice, both from a moral 
and psychical standpoint. You frequently hear them plead that 
they were innocent of the charge and that no infraction of the 
criminal statutes was committed, but the usual confinement in jail 
makes an indelible impression, which requires patience and reason 
to eliminate. This particularly applies to those patients that pos- 
sess some degree of intelligence and have delusions of persecution. 

The most approved method for adjudging a person of unsound 
mind is outside of the temple of justice, except in contested cases. 
No publicity should be countenanced and in preparing the neces- 
sary court papers, care should be exercised, that the unbiased evi- 
dence of two or more members of the medical profession should 
be secured as well as any other evidence under oath to prove con- 
clusively that such a person is of unsound mind. 

Approved blank forms, as recommended by the state hospitals, 
should be filled out with care,iso that a complete history of the 
case can be ascertained. It is important to have the family and 
personal history as also the facts pertaining to the immediate 
attack. Correct data aid in making up the statistical tables for the 
annual report and furnish compact knowledge from which deduc- 
tions and conclusions can be made. 

It should be the policy of all our states to make ample provi- 
sion for the insane, so that trained attendants can be dispatched 
to immediately and safely conduct the individual to the state hos- 
pital. 

Public opinion will ultimately demand that such cases should 
not be incarcerated in prisons, even for a short period of time. 
Mental unsoundness is a disease of the brain, either due to direct 
or remote functional derangement of the nervous system, which 
may be transient or become organic in character, resulting from 
heredity or stress; therefore ample provision, care and best 
methods of treatment become a duty that the public owes to its 
unfortunate fellowman. It devolves upon the twentieth century 
to correct these inhuman customs, which can only be done by 
education. 

The evil effect produced by an aggregation of the different types 
of mental diseases clearly demonstrates the wisdom of segregation. 
It is necessary for many of the state hospitals to provide custo- 
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dial care and treatment for idiots, imbeciles, feeble-minded, 
inebriates and epileptics, which brings together a heterogeneous 
population and produces a condition by no means conducive to 
the improvement of each class. 

It is practically impossible to manage scientifically an institu- 
tion of this kind. State provision for each class is the solution of 
the problem, and special institutions should be constructed with all 
the modern appointments, where the number of cases will justify 
the expense. Texas is now building the State Epileptic Colony at 
Abilene which will eventually remove the epileptics from hospitals 
for the insane. The time is coming when another eleemosynary 
institution will be constructed for the care, education (both in- 
dustrial and literary) and treatment of those mental defectives 
termed idiots, imbeciles and feeble-minded. The purpose will be 
to admit children within certain prescribed ages and remove them 
from the hospitals for the insane. It has been clearly shown by 
similar institutions in other states and countries that a certain per- 
centage can be educated and so mentally improved as to make 
useful citizens, nor is the general improvement in the majority of 
cases to be disregarded. 

Public provision for inebriates is another approved plan, but 
little progress has been made in this country, separate institutions 
being provided for those types of mental diseases resulting from 
alcoholism, both acute and chronic. It requires no forethought 
to sce what a benefit it will be to the citizenship and posterity of 
any state. Numbers of these cases can be cured in a very short 
time, if no permanent pathological change has taken place in the 
cerebral tissue or vital organs. 

In all eleemosynary institutions there are cases of pulmonary 
tuberculosis and special cottages should be erected, with complete 
equipments. A perfect sanitary condition is all important, with 
good ventilation and solariums. The most approved method of 
treatment should be given in all its details. 

There is another class known as the criminal insane, and here 
observation and judgment are required in forming an opinion in 
cases of suspected simulation. The association of this class with 
the other patients in our state hospitals exerts a detrimental in- 
fluence upon the sensitive and appreciative person ; also on those 
that have delusions of persecution. Insane criminals, according 
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to their nature, require entirely different disciplinary treatment 
from the ordinary insane. It is best to segregate such cases in 
isolated annexes or establish a branch department at the most 
centrally located institution. The object and purpose of this 
department should be to admit persons, where the plea of in- 
sanity is a defense for a violation of the criminal statutes, and 
those that have become mentally unsound after conviction before 
their term of punishment has expired. The suspected cases of 
simulation should be closely observed at all times and the impor- 
tance of a trained corps of attendants will materially aid in 
detecting the malingerer. The system of provision, care and 
treatment, will necessarily be more drastic than that for the other 
mentally diseased. 

The most approved method for the criminal class is separate 
institutions, but this is not economical unless the number of cases 
justifies the expense. 

It is difficult to realize the number of eleemosynary and penal 
institutions in all countries and their number is gradually increas- 
ing. There is a limit to all things, and it is only a question of 
time when the philanthropists and taxpayers will see the necessity 
of restrictive laws intended to prevent the hereditary transmis- 
sion of disease. The statutes should be so drastic as to stop all 
procreation of species among the defective and, if enforced in all 
their details, will in a degree improve the vigor and health of our 
citizenship, as is forcibly illustrated in the animal kingdom. 

Education of the masses is a means to this end of solving this 
momentous problem, but so long as personal liberty is engrafted 
in our souls, so long will the hereditary transmission of diseases 
continue notwithstanding the protests of our profession and stu- 
dents of psychiatry. 

In conclusion I cannot refrain from trying to impress the neces- 
sity of education along this line in regard to our legislative bodies. 
It is a physical impossibility for the management of the state 
hospitals for the insane and mental defectives to incorporate 
modern principles with inadequate appropriations. 

Economy and honesty are a necessity in all state governments, 
but the public service frequently retrogrades because cheapness is 
considered economy. It is not right to place the dollar before our 
unfortunate fellowman, and liberal means should be provided, 
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from time to time as necessity demands, for the proper care and 
treatment of mental diseases. Legislators know that the people 
desire an economical and honest administration of the state gov- 
ernment and their consciences dictate the necessity of guarding 
their interest, but in doing so they do not represent the friends and 
relatives of the indigent patients, who demand and expect of the 
management of these institutions everything imaginable for their 
proper treatment. In fact we are brought face to face with the 
saying, “If you are going to do anything, do it well.” 

How can a progressive superintendent follow the dictates of his 
conscience when he so carefully prepares an annual budget, to 
meet the demands of the people and to keep abreast of the time, 
and then has it trimmed down by the inexperienced, so that the 
expense of the government should not exceed the revenue, thereby 
forcing an imperative necessity for the public service of many 
state hospitals to be deprived of means that are so necessary for 
their proper management in all of its details. Banquo’s ghost 
arises and frightens those who have future political aspirations, 
if they conceive the idea of providing more revenue. Self pre- 
servation, the spirit of politics, pervades their innermost souls. 


LETTER FROM FRANCE. 


THE QUESTION OF DEMENTIA PRAECOX IN 
FRANCE-* 


Among the new theories that come from time to time to over- 
throw the edifices of our always imperfect classifications in mental 
pathology, the conception of dementia praecox, as evolved by Prof. 
Kraepelin in the 6th edition of his book (1899), is one that will 
leave a lasting impression, however much it may undergo modifi- 
cations on more than one point. It is not that the master of 
Heidelberg has inaugurated any new method; indeed to mention 
but one example it was the same necessity of considering the 
entire evolution of any given disorder in the insane, whatever the 
duration of its existence, which led Magnan to construct his 
chronic delirium. But Kraepelin has conceived a plan of such 
boldness as to call forth eager followers, enamored of innovation, 
and at the same time irritated detractors, who dislike to have im- 
posed upon them the task of modifying ideas, which they have 
been wont to consider as already final. 

What influence has this fondness for innovation, occasionally 
exaggerated, exerted upon French works? What are the criti- 
cisms, evidently difficult to refute, which others have formulated 
with regard to this doctrine? What is, in short, the place that 
this new morbid species is coming to occupy, and what are the 
opinions, previously held by us, which the partisans of the past 
oppose to it? Herein lies what appears to us in France to be the 
real gist of the discussion, some account of which, I hope will 
interest American readers. 

But first it is necessary to point out, somewhat briefly, what the 
authors who have studied the question in our country have thought 
of it. The terms “ dementia praecox,” “ hebephrenia,”’ “ juvenile 
dementia,” are not in reality new; the same idea of an affection 
appearing with adolescence and terminated in rapid dementia is 


*The numbers refer to the bibliographical index at the end of the article. 
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found in Esquirol’s acquired idiocy. Morel was the first to give 
a clear and concise description of the disorder and to employ the 
term dementia praecox, which he classed among the “ hereditary 
insanities with limited intellectual existence.” Nearer to our 
times, Ball (1) in his clinical lectures assigns puberty and heredity 
as the two etiological factors. Mairet (3) adopts two forms, 
pubescent insanity with arrest of intellectual development, and 
pubescent insanity with variable mental disorders. 

Charpentier (4), at the Rouen Congress in 1890, gave an account 
of an interesting study on dementia praecox, which he defined as 
a “chronic and incurable mental disease, appearing unexpectedly 
in young subjects (under thirty years), normally and regularly 
developed, who have exhibited no serious disorder other than that 
which has accompanied or preceded the dementia.” This defi- 
nition is too broad, for among the eleven varieties described by 
him are included the precocious dementias of epilepsy, syphilis, 
alcoholism, some moral insanities and even juvenile general 
paralysis. Nevertheless, we find here also the arrest of ordinary 
development in normal children which corresponds to the simple 
dementia praecox of some authors, the dementia praecox associa- 
ted with puberty, “although we cannot say that all the insanities 
of puberty, all hebephrenias, are instances of dementia praecox, 
nor that in all cases of dementia praecox coincident with pubesc- 
ence the latter is necessarily the cause.” Again, reference is made 
to another variety of dementia which springs from a source mani- 
festly hereditary or degenerative, and to other patients designated 
as chronic maniacs or as chronic melancholiacs, among whom 
Charpentier distinguishes “certain mystics and certain patients 
with more or less systematized delusions of persecution, some but 
not all of alcoholic origin, often paraphrasic or having a language 
rendered peculiar by its neologisms, who come speedily to a state 
of incurable chronic dementia.” Next is mentioned the dementia 
following certain acute diseases such as typhoid fever, erysipelas, 
the puerperal states; and finally, a curious variety of demented 
individuals, for whose cases no etiology is known, who are the 
children of old people or have been reared by old men, the contact 
with age having had so it seems, the effect of withering them in 
the bud. Unfortunately, Charpentier has abstracted from these 
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precocious dementias a symptomatology entirely negative, for he 
undertook to bring together these unlike groups instead of giving 
a clinical description, and, notwithstanding the subtlety of some 
of his observations, the sterility of the procedure is evident. 
Seemingly using again Esquirol’s method for the classification of 
idiots, he divides his patients into groups according to the con- 
dition of their language, manner of speech, and motility: those 
who could not or would not speak, those whose responses were 
null or monosyllabic and those in whom incoherence was a perma- 
nent feature. 

The discussions aroused in Germany by Kahlbaum and Hecker, 
with their publications on catatonia and hebephrenia, had during 
this time begun to attract the attention of French alienists. In 
1888 Séglas and Chaslin (2) published an important critical review 
on catatonia. And what gives special interest to this work is the 
fact that one of the subscribers to the objections made to the 
doctrines of catatonia then prevalent in Germany (Séglas) accepts 
in large part dementia praecox as it is formulated to-day. Séglas 
and Chaslin, after examining the views of the more important 
authors, declared that catatonia is not a special vesania, none of the 
symptoms having sufficient value to characterize it as a psycho- 
pathic form. This, they say, is far from being the case inasmuch 
as the muscular catatonic phenomena, taken alone have nothing 
characteristic ; they are found in a multitude of vesanic affections, 
they have in catatonia nothing specific nor regular, and seem to 
be of a varied nature. On the other hand, the psychical symptoms 
which Kahlbaum declares to be of the same nature as the pre- 
ceding (verbigeration, mutism, stereotyped gestures, pathetic atti- 
tudes, systematic resistance), which is a simple hypothesis on his 
part, are met elsewhere. In short, the cyclic course invoked for 
this malady by its creator, has nothing characteristic, nor indeed 
regular, and gives us no right to consider melancholia attonita 
as a particular form in its evolution ; the occurrence, the intensity, 
the mode of onset and succession of symptoms are all variable. 

But if none of these elements taken alone has the value which 
Kahlbaum gives it, can we consider that in their reunion the ex- 
istence of catatonia as a morbid entity should be inferred? Séglas 
and Chaslin estimate that there is in catatonia a simple co-exist- 
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ence but no association or combination of symptoms. And, in fact, 
we have nothing to connote a bond between them, neither in path- 
ological anatomy, in symptomological evolution, nor in etiology, 
inasmuch as the causes invoked are all commonplace. They add 
that the objections made by Kahlbaum to the existence of stupor 
(Attonitat) other than as a symptom are without sufficient founda- 
tion. One might hesitate to accept it as an entity, but it does not 
necessarily follow that stupor is only a phase of the malady be- 
cause it has perhaps been preceded by other conditions; it could 
very well represent the period of full development as it were 
(période d’ état); and they say, “Because a malady can not be 
constituted from all its parts, and could pass through different 
stages before arriving at the stage of full development must it 
be rejected for that reason? If that is justifiable, there would be 
left to us very little mental pathology, for there are but few 
vesanic affections which are fully developed from the beginning 
or remain identical throughout their duration. Take for instance 
mental exaltation, and, above all, depression and moral hypo- 
chondria ; are not these noted at the beginning of all insanities?” 

These writers then go on to give their own explanation on the 
subject. They find in Kahlbaum’s catatonia two kinds of factors 
which characterize the ground upon which the disease develops. 
There is at first degeneracy in general, for one finds there, as a 
matter of fact, the traits common to hereditary alienations (the 
alternations of delirium, the succession of exalted or depressed 
conditions, the monotonous, incoherent, emphatic or sententious 
verbiage, dramatic poses, special attitudes, such as the cabalistic, 
the predominance of poetic, dramatic, mystical ideas,—in short, the 
reversion to certain periods of biological evolution). It is on this 
tainted ground that the influences mentioned by the creators of 
catatonia act as the occasional cause, with the frequent aid of 
another variety of factors, the hysterical phenomena, much 
neglected in Germany. In support of this opinion Séglas and 
Chaslin cite their personal observations. 

We see, then, that the creation of catatonia as an absolutely 
independent creation did not find favor with these two authors, 
who did not consider the conception of this new disease sufficiently 
forcible to justify its separation from the forms already admitted 
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by contemporary French alienists. Their opinion is summed up 
as follows: “Kahlbaum’s position does not seem to us to be 
tenable. We could repeat in substance a propos of catatonia 
what Dr. J. Falret formerly said of catalepsy, that in the de- 
scription of this affection there have been brought together facts 
more or less dissimilar, with the result that we have the history 
of a symptom, or better of a syndrome, rather than of a veritable 
malady. Considering, moreover, that from the somatic point of 
view the predominant phenomenon is the presence of disorders 
of the motor nervous system, from the psychic point of view a 
state of more or less profound melancholia, the remainder, 
symptoms or course, having nothing special about them, we think 
that for the present catatonia should be classified with stupor, 
simple or symptomatic, of which it could only be a variety in 
closer relation with a degenerative, and more particularly a hys- 
terical foundation. This conclusion is not an explanation; but 
it is the sole opinion which we appear to be justified in formulat- 
ing in the actual state of the science.” 

Some years later Le Maitre (6) studied the cataleptic con- 
ditions in mental diseases. He observed their frequency, and, 
following a customary nomenclature, called attention to their 
presence in alcoholic delirium, where they are rare, in melan- 
cholia, mental confusion, in mania (where they exist only in the 
depressed period of the beginning or the end) in periodical in- 
sanity and in the delirium of degenerates (religious melancholia). 
He finds certain analogous conditions in the dementias and in 
idiocy. In epilepsy these cataleptic phenomena are found pre- 
ceding, following or taking the place of the attack. They are 
not present in hysteria, the hysterical catalepsy being a separate 
variety. In discussing Kahlbaum’s catatonia, Le Maitre says we 
find “‘ some observations which in the actual nomenclature exactly 
suit the group of circular insanities with their so definite alter- 
nations of mania and melancholia, occurring at fixed periods, 
without known cause. Others evidently belong to mental con- 
fusion and acute dementia. Others, again, apparently are con- 
nected with certain cases of melancholia with stupor, interrupted 
by accesses of anxiety or panophobic crises. * * * * It is not 
necessary, then, to consider as a special disease the cataleptic 
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conditions which we observe in the course of the psychoses. They 
stand, however, in close relation with the stupor which precedes 
or accompanies them in the majority of cases.” 

It is evident that Kahlbaum and Le Maitre look upon the 
cataleptic conditions from totally different standpoints. Instead 
of attempting to establish a union, on the existence of identical and 
constant symptoms in varying mental disorders, the latter starts 
from the affirmation of these diverse conditions to establish the 
commonness of one of the catatonic symptoms. He then finds it 
convenient to deduce in favor of his thesis another argument for 
the existence of cataleptic conditions in the most varied forms of 
intoxications, whether they be exogenous (haschisch, infectious 
diseases), or endogenous (uremia, auto-intoxications) as had 
been done before Le Maitre’s work, and has since been done by 
various authors (Brissaud and Lamy, Bernheim, Dufour, Dupré 
and Rabé (cf. Latron 17). 

About the same time Roubinovitch applied himself to the diffi- 
cult task of identifying the mental diseases which were known 
in France and Germany under different names. He refuses to 
regard catatonia as a separate disease entity and says, “ Each 
of the symptoms taken separately has nothing pathognomonic, 
* * * * * and their purely accidental association by no means 
constitutes a syndrome based on a determinate clinical, physio- 
logical, or anatomo-pathological datum.” “As to the pretended 
circular evolution,” he continues, “ it does not exist in the obser- 
vations of Kahlbaum himself.” 

Some years later, in 1899—and before the appearance of Kraepe- 
lin’s new doctrine—Christian (8) published a work, now become 
a classic, on dementia praecox in young people. The readers of the 
AMERICAN JOURNAL OF INSANITY are already acquainted with 
it, since a translation appeared in that journal. I shall therefore 
give here only a brief resumé. Christian’s conception is already 
an established doctrine, although more moderate than those which 
have followed it. Among the various forms of mental derange- 
ment which may appear at puberty, he takes no account of those 
“which differ in no way from those which are observed at other 
ages ; whether a delusion of persecution appears at eighteen or at 
forty, the symptoms should be the same.” Just here evidently 
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lies the gist of the whole question and Christian’s example is 
not a fair one, for it is necessary not only to describe the symp- 
toms, but also to consider their basis as well as their evolution. 
But apart from this mistake Christian gives us an excellent de- 
scription of dementia praecox which “presents special features 
in that it appears only at a determinate age, after a variable de- 
lirious onset, without appreciable cerebral lesion, and, above all, 
without anything in the first years of the patient which has 
seemed to pave the way.” Of this affection thus defined the 
“ constant and characteristic ” manifestations are: (1) Its appear- 
ance at puberty. (2) Variable delirious manifestations at the 
beginning. (3) Sudden impulses. (4) A rapid termination in 
a more or less complete dementia. 

Hebephrenia may be mild or severe. In speaking of this second 
variety, among the numerous clinical observations adduced in 
support of his description, Christian cites several cases that belong 
to the hebephrenic and catatonic forms of the present Heidelberg 
school; and the Charenton physician sides with Fiirstner, Krae- 
pelin and Aschaffenburg in merging catatonia and hebephrenia 
“in a single selfsame disease, for which the term dementia praecox 
would be more appropriate.” In the discussion of the etiology 
which follows this clinical part, Christian holds that the influence 
of heredity, so often invoked, is quite contestible and sometimes 
plainly invented ; whereas, on the other hand, the great importance 
of overwork is to be noted, especially the stress of studies which 
have been beyond the cerebral strength of the patient. This 
same etiology is insisted upon in his inaugural thesis by Magnier 
(9), who also holds that puberty has no influence on psychoses of 
precocious onset. Leitesen (27) thinks that physical overwork 
adds its effects to those of heredity and puberal evolution. 

In reading Christian’s articles one can hardly fail to be some- 
what astonished that in his chapter on diagnosis he has almost 
denied the existence of juvenile general paralysis, which has been 
so firmly established in France, since the time of Régis. But, 
after all, this work, the outcome of considerable clinical experi- 
ence, is the most important of those which had appeared in our 
country before the introduction of the Kraepelin doctrine. 

The new edition of Kraepelin was published in 1899; but before 
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entering upon an examination of the works directly influenced 
by the Heidelberg school, it is necessary to say a word about the 
discussion on the psychoses of puberty at the International Con- 
gress of 1900. In this review, however, it must suffice to mention 
the opinions of French authorities. Voisin (11) supported the 
older doctrines ; “ We could not,” said he, “ unite in a single form- 
ula, as has been attempted under the name of hebephrenia, all the 
psychical disorders associated with puberty. Some, are completely 
curable (pure psychoses), whereas others terminate in an in- 
tellectual enfeeblement complete or incomplete (states of deteri- 
oration) ; others again, form part of a whole which constitutes 
hereditary mania (psychic degeneration) ; we meet with certain 
associations of neuroses and psychoses (neuropsychoses) ; and 
lastly, certain mental troubles are due to toxic conditions (toxic 
delirium).” According to Voisin there are no hebephrenias 
excepting the dementing psychoses. 

In the discussion which followed, Trénel (11) and Gilbert Ballet 
(11) devoted themselves to demonstrating that there is no relation 
between dementia praecox and puberty, arguing that puberty 
is a relatively short period and that there exist other causes in the 
cases in question. Of course this opinion, generally held in 
France to-day, is opposed to that of several foreign authorities 
(Marro, Tokarski, Ziehen). 

In a communication to the same Congress, Cullerre (12), for 
whom also the psychoses of puberty have no specific character, 
described five affections which may appear at this epoch—mania, 
the polymorphic delirium of degenerates, mental confusion with 
or without catatonia, certain conscious obsessions and irresistible 
impulses, and finally, dementia praecox. Again, this last may 
appear under five forms, all terminating in a dementia which 
comes on so much the earlier as the onset of mental disorders 
is more precocious. Clinically, Cullere distinguishes: (1) The 
cases in which the dementia appears without warning from the 
onset being insidious and progressive; here we have a condition 
of physical and moral passivity, interspersed with violent impulses 
and terminating in a vegetative life. (2) Cases in which following 
certain disturbances of emotivity, or of the character, or without 
any apparent cause, appear disorders of nutrition with neuras- 
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thenic symptoms, and then suddenly an acute maniacal state with 
confusion and hallucinations, followed rapidly by dementia. In 
girls the process often begins with certain mental troubles asso- 
ciated with the catamenia. (3) The catatonic syndrome, agita- 
tion with delirium, often having a religious basis or stupor; suc- 
cessive crises or a chronic state, always with terminal dementia. 
(4) Paroxysms of repeated maniacal excitation, followed by a 
rapid dementia. ‘(5) The systematized polymorphic delirium of 
degenerates ending in a dementia less complete than in the pre- 
ceding cases and preserving a reflection of the original delirious 
color. 

The foregoing, then, in the main make up the important works 
which had appeared in France on dementia praecox before the 
time that several authors of the first rank such as Sérieux (10) 
and Séglas, brought into general notice the new and sweeping 
doctrine of Kraepelin which took the majority of the psychoses or 
vesanias, and welded them into its dementia praecox with its 
triple symptomatology of hebephrenia, catatonia and paranoioid 
dementia. We shall now consider how this conception has been 
received among French alienists, and, without hampering our- 
selves with dates, we shall begin with those who adopted it with 
least reserve and modification. 

Deny and Roy (28), in a monograph calculated to disseminate 
the new doctrine, are not willing to modify the principal lines 
of Kraepelin’s work although they have not hesitated to give us 
at the same time the results of their own experience. They accept 
the three forms—the hebephrenic, the catatonic and the paranoioid 
—the last admitted entirely according to German data, that is to 
say, including all the systematized deliriums. Dementia praecox 
is a psychosis of evolution, springing from a hereditary but not 
a degenerative soil. The prognosis is very grave, and it is to re- 
missions, not to recoveries, that we must ascribe the cessation of 
symptoms. 

Rogues de Fursac (29), although fully imbued with Kraepelin’s 
ideas, follows them at a greater distance. He distinguishes a form 
without delirium, a catatonic form and a delirious form, reuniting 
the hebephrenic and paranoioid dementias of Kraepelin; this de- 
mentia is delirious whether it be from incoherence or from sys- 
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tematization with varieties of persecutory, melancholic, or megal- 
omanic delirium. This description, nevertheless, leaves un- 
touched the chronic delirium of which the author speaks in an 
appendix to his subject, recognizing that it has a certain right to 
individuality owing to its appearance at an advanced age, its 
perfect systematization, its regular evolution and the delay with 
which the dementia comes on—in fact it may not appear at all. 
Fursac holds that dementia praecox is due to an auto-intoxication. 

Sérieux (19), who was among the first to propagate the 
Heidelberg doctrine, while reinforcing it with his own observa- 
tions, limits somewhat its predications. He distinguishes four 
forms of dementia praecox: the simple form, rarely observed in 
asylums, and which, characterized by a progressive enfeeblement 
of the intelligence, may be abortive the deliruim being absent, 
and although the intellectual faculties are diminished, the patient 
may still preserve former acquisitions and the inferior, quasi- 
automatic forms of cerebral life; in these cases the need for exer- 
cising psychic activity disappears and the personality is affected 
in its most characteristic elements. His hebephrenic and catat- 
onic forms agree with Kraepelin’s description. The fourth 


form—paranoioid dementia—is not made to include the sys- 
tematized deliriums which are eliminated by Sérieux, by reason 
of their special clinical physiognomy and the slowness of their 
evolution, although in general, he says, the systematized halluci- 
natory deliriums terminate sooner or later in intellectual enfeeble- 
ment. 


Some weeks ago there appeared under the direction of Pro- 
fessor G. Ballet a new treatise on mental pathology. Inasmuch 
as, for many years no French classification based upon such an 
eminent work as that of the authors of this treatise has appeared, 
it will not be out of place to give here a summarized table of its 
contents in order that it may be seen what place dementia prae- 
cox occupies in it. After the chapters devoted to symptons and 
syndromes, which include mania and melancholia, the table of the 
subject-matter is as follows: 
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Mental disturbances in infections and intoxications: 


Constitutional 
psychoses .. 


‘With latent predis- { deliri- 


position Periodic psychoses 


-Continuous morbid 
states of character 


~ Intermittent states 


With apparent pre- | of emotion and vol- 


disposition 


Transitory morbid 
L states of the intel- 
ligence 


Reasoning mania 
Moral insanity 
Ideas of persecuting 
Original systema- 
tized delirium 


Obsessions 
Impulsions 


Manic excitement 
Reasoning melan- 
cholia 


| Vesanic dementia ... 


Barly 


Mental disturbances in the neuroses: 


Organic psychopathies General 


Psychic disturbances in organic encephalopathies 


Mental disturbances with congenital or infantile cerebral lesion—idiocy. 
Mental disturbances with lesions of the thyroid body. 


This classification has been purposely preserved from anything 
in the nature of a system, and is adapted, so far as possible to 
suit the clinical realities. Therefore, in the subtle study of the 
constitutional psychoses, the compilation of which has been in- 
trusted to Arnaud (30), the vesanic dementias, tardy and pre- 


cocious, have been treated separately so as to prevent any pre- 


judgment upon their still hypothetical nature. From our stand- 
point there can be only praise for such caution in a didactic 
work, since the gravest objection which can be formulated 
against Kraepelin is his enthusiasm for system notwithstanding 
the incontestible progress made by him over the purely theoreti- 
cal classification of several of his German predecessors. 

The works of which we have just spoken consider the problem 
of dementia praecox in its totality. Those of certain other 
authors, no less important, have a more restricted scope. Here, 
also, our analysis will be made to suit the purpose of the present 
review and without following the strict chronological order. 
Séglas (21) has recently taken up again the subject of catatonia, 
the study of which, in conjunction with Chaslin, he had inaugu- 
rated in France; his work during the past fifteen years can be 
readily followed. It is, he now assures us, in dementia praecox 
that the catatonic syndrome attains its pronounced character- 
istics of development, intensity and permanence. We French- 
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‘men are wrong (he adds) in considering as sufficiently character- 
istic of catatonia the consecration of the cataleptic attitudes, which 
in reality is nothing more than a simple sympton, relatively in- 
frequent, and not distinguishable in its external appearance, any 
more than echolalia and echopraxia, from symptoms of an identi- 
cal nature which we find in other mental disturbances, for in- 
stance, in hysteria and general paralysis. The striking, capital 
phenomenon is negativism; another very important element is 
stereotypy. Séglas has made a detailed study of the character of 
these catatonic symptoms and holds that they are automatic ele- 
mentary phenomena, absolutely independent of the consciousness 
of the patient, without relation to delirious ideas, hallucinations 
or emotional disorders, a view that is entirely in accordance with 
the permanent or periodical, partial or general, insufficiency in 
cohesion of the various elements of the personality. This lack 
of unity of synthesis of voluntary activity constitutes abulia. And 
the abulia, however strange it may seem, manifests itself by oppo- 
sition and resistance, for volition can just be lost no less as 
regards ability to arrest resistance than as regards the ability to 
act. The abulia is found in stereotopy, inasmuch as the acts that 
cannot possibly be accomplished are the new acts. It is inter- 
esting to note the contrast which exists between the constraint 
and hesitation of the catatonic to execute new acts or commands 
and the relative ease with which he accomplishes certain stereo- 
types. And it is this basis of abulia which constitutes a ground 
of choice for the manifestations of suggestibility. Séglas else- 
where (16) states that he has not encountered among his cata- 
tonics the stigmata of hysteria. 

Meeus (26) in Belgium, has arrived at the conclusion, that be- 
tween hebephrenia and catatonia there exists only differences of 
degree, and that these two conditions are combined in dementia 
praecox. In a second publication he relates some observations 
concerning dementia praecox in the adult and the aged. In the 
cases of these latter patients, the symptomatology being the same 
as in young people, dementia praecox presents the characteristics 
of a special malady, the age of the patient not being the principal 
characteristic. 

Meeus considers also that paranoioid dementia presents very 
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vague limits in comparison with the preceding forms. This type, 
so much debated, had already been made by Séglas (13) the 
object of a critical study, which had attracted to his opinions valu- 
able adherents among French authors. He held that in para- 
noioid dementia there was a primitive dementia masked in the 
beginning by acute symptoms, subject to remissions and to dis- 
appearance. These symptoms with rapid onset are variable; they 
consist of delirious ideas, depression, anxiety, excitation, fan- 
tastic discourse and incoherent acts, despite the fact that there 
is no mania, melancholia or confusion. This polymorphic de- 
lirium, with multiple precocious hallucinations, is characterized 
by a mobility, a foolishness and an extravagance which equal, if 
they do not surpass, those of general paralysis. There are, how- 
ever, no somatic signs ; the emotional reactions are inadequate for 
this delirium and signs of chronicity and of intellectual enfeeble- 
ment shortly appear. After mentioning, by way of comparison, 
the similarity existing between this primitive dementia masked by 
a delirium and general paralysis with its deliriums, Séglas speaks 
of Kraepelin’s doctrine as follows: “ The idea of this primitive 
dementia, its clinical characters and the age at which it. appears 
(from 18 to 30 years according to our observations) might justify 
the opinion of Kraepelin who considers it as a form of dementia 
praecox. It is advisable, however, to make distinctions and not 
generalize too much. In his paranoioid form of dementia prae- 
cox Kraepelin describes two groups: the first seems to us to 
correspond fairly well with the cases which we have studied; the 
second comprises all the cases ranged under the name of fan- 
tastic forms (phantastiche Formen) or the hallucinatory forms of 
paranoia. In our opinion these last cases could not be classed 
with those of the first group, since they present the definite char- 
acteristics of paranoia. And it is not without some astonishment 
that we see included in dementia praecox all the more or less 
systematic and hallucinatory varieties of paranoia which occasion- 
ally terminate only after a very long time and from various 
causes in a certain degree of intellectual enfeeblement and in 
which Kraepelin would include even the chronic delirium of Mag- 
nan, that is to say, the longest, the most systematic of all the 
vesanic forms, and in which the true dementia, even of the termi- 
nal period, is still the object of many controversies.” 
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So much then for the theoretical discussions concerning de- 
mentia praecox. Not that we have by any means passed in review 
all the works of which this subject has been the instigating ele- 
ment, for the authors who regard it as a disease entity have 
striven to define some of its positive symptoms in order to make 
its existence entirely legitimate, and to give it a position from 
which it could not be overthrown. To pass by these works in 
silence would mean a failure to present the true phases of the 
study of dementia praecox in France. Consequently, without 
making a full analysis here, we shall give a brief account of the 
more important, contenting ourselves with only an occasional 
allusion to the others. 

Sérieux (20) with his pupils, Mignot and Masselon, has studied 
the physical disorders of the precocious dementias. Somatic 
troubles, he says, are frequent enough in dementia praecox; no 
one of them, however, reappears in a constant manner; on the 
contrary, an important characteristic of these disorders is their 
variability in the same individual. In a general way it can be 
said that the most constant symptoms are: (1) The enfeeble- 
ment of the reflexes of light and accommodation; (2) Exaggera- 
tion of the tendon reflexes; (3) Pupillary dilatation; (4) Dimi- 
nution of sensibility to pain. These two last symptoms diminish 
very markedly with the prolonged duration of the disease. It is 
the catatonic form which presents the maximum of disorders; 
then comes the hebephrenic form, although the sensory symptoms 
in connection with pain are less frequent ; to the paranoioid form, 
on the other hand, belong symptoms much less constant and less 
prominent. In short, among completely demented patients, the 
disorders are much more accentuated in those who are plunged 
in a state of hebetude than in more lively or even agitated pa- 
tients. It seems (say these authors) that proportionately with 
the evolution of the disease, when the poison has been elimi- 
nated from the system, the physical disorders, when relieved from 
the, generally transient, action of the toxin upon the various 
territories of the cerebro-spinal axis, tend to recede. Alone, or 
almost alone, persist the dementia symptoms, the result of grave 
and permanent lesions due to the selective action of the poison of 
dementia praecox on the most vulnerable elements of the cerebral 
cortex. 
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Séglas (20), whose observations corroborate in general those 
of Sérieux and his pupils, has not observed the modification of 
the pupillary reflexes; he mentions an enormous retardation of 
the reaction to pain, rapid variations in weight without apparent 
cause, and the frequency of dermatographia. 

In this connection should be mentioned the works of Crocq 
(24), of Masoin (25), certain researches of Dide (14) on the 
reflex syndrome of dementia praecox that consist in an exaggera- 
tion of the tendon reflexes, a diminution or abolition of the cuta- 
neous reflexes, and a muscular hypertonus; those of Dide and 
Chenais, and the thesis of Chenais (23) which summarizes them. 

In view of the rarity of this sort of work, we should like to 
emphasize the practical experimental researches by Masselon (22) 
on the psychology of precocious dements. The technique em- 
ployed is well-known number tests, Arsonval’s chronometer, etc. 
The results obtained by these procedures show the existence at 
the beginning of the affection of a symptomatical triad—apathy, 
abulia and loss of intellectual activity. The attention is exhausted 
very rapidly, and a more marked degree of torpor or a more 
varied distractibility follows. In place of reflection and the 
normal systematization of ideas, we have incoordination and a lack 
of precision in the ideas which gives to the thought a character- 
istic puerile turn. The association of ideas is enfeebled because 
of the tendency of the elements of the mind to be isolated; and 
we have all the degrees from stereotopy to stupor, where con- 
sciousness seems void of any representation. Masselon thinks 
that this diminution of ideas and of images offers a good diag- 
nostic point in the differentiation between dementia praecox and 
the intermittent psychoses. All these symptoms are the expres- 
sion of the state of dullness of cerebral activity and of the psychic 
disaggregation which is the consequence. In this condition the 
patient accepts all external suggestions. The memory is also 
affected : in the beginning there is difficulty at first in recollecting ; 
then the recollections diminish in number and those that remain 
take a stereotyped form. But the more important of these dis- 
orders have a slow course and are never as profound as those 
belonging to general paralysis or senile dementia. This efface- 
ment of memory pictures, therefore, according to Masselon, is 
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the consequence of an intellectual apathy, a point which dis- 
tinguishes it from the disturbances of memory encountered in 
ssenile dementia or paresis. All these perturbations of the sys- 
tematization of ideas and of memory bring about certain profound 
disorders of comprehension and assimilation, with an unconscious- 
ness of the external world. Thus an early and very important 
symptom is the emotional indifference which often appears long 
before the intellectual disturbances and which accounts for the 
abulia and the absence of desire or curiosity. 

The list of publications treating of dementia praecox would be 
incomplete without some mention of those called forth by the 
program of the last Congress at Brussels (32). Even a cursory 
analysis of the voluminous report on catatonia and stupor, in 
which Claus (31) showed himself to be a disciple of Kraepelin, 
is impossible within the limits of this letter. It would be difficult 
to find a more conscientious collection of the teachings issued 
upon this subject principally in Germany. And besides we are 
now dealing mainly with the study of dementia praecox in 
France. Elsewhere in the course of the discussion of this report, 
Masoin, Meige, Archambault, Marie hardly touched upon the 
general problem of dementia praecox. Massant and Ballet alone 
dealt with it seriously. Massant spoke of the difficulties encoun- 
tered in the diagnosis of dementia inasmuch as there is no cri- 
terion of that condition, no sign constantly supplied by the 
psychic enfeeblement where alone it could be looked for. G. 
Ballet protested against the association so often maintained be- 
tween general paralysis and dementia praecox, since the latter 
has neither a pathological anatomy nor an etiology; he then 
proceeded to formulate the problem which the next Congress may 
possibly solve, namely, What is the nature of dementia praecox? 
Is it an hereditary degeneracy or an individual malady due, for 
instance, to an auto-intoxication? In other words, is it an acci- 
dental or a constitutional psychosis? Only when—in the absence 
of a pathological anatomy—an etiology has been supplied for 
dementia praecox will it have an absolute right to existence. 

Finally, in order to give a clear idea of the present status of 


the question in France, it still remains to mention the synonymous 
terms for dementia praecox employed here; or to put it better, 
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the classification adopted by the adversaries of this doctrine for 
the various forms and the terms employed by them in the diagnosis 
of what others call hebephrenic, catatonic and paranoioid de- 
mentia respectively. 

Following Morel, Falret, Joffroy (18), Vigouroux (5) and 
Arnaud (30) Magnan classes these conditions among the degen- 
erative psychoses and the deliriums of degeneracy. For the 
simple forms, without delirium, his pupil, Legrain, declares that 
“a grave hereditary predisposition appears to be the undoubted 
cause of a dementia so precocious.” The intermittent forms of 
deliriums terminating in dementia, that is to say, the hebephrenic 
and paranoioid forms, he classes with the intermittent psychoses 
among the delirious attacks of degenerates, which may or may 
not be accompanied by dementia, the recurrence affording a proof 
of cerebral instability, resulting from degeneracy. Stupor, Rou- 
binovitch (7) considers to be the melancholic depression of degen- 
erates. Thus dementia praecox, with all its various forms, is 
classed by Magnan’s school among the degenerative psychoses. 
The stress laid upon etiology in his classification is well known. 

Under other circumstances, with the same etiological data, a 
diagnosis of puerperal psychosis is made in the cases of certain 
patients, of whom not a few are precocious dements. Fortu- 
nately, however, such diagnosis are becoming rare. 

We might still, with Anglade at the Marseilles Congress, class 
as secondary systematized deliriums, the deliriums which persist 
in terminal dementia, but except perhaps for the syndrome of 
Cotard this classification is now seldom used in France. 

Régis (11), a defender of the part played by toxins, endog- 
enous or exogenous, in the psychoses, declares that the psychoses 
of puberty, of autotoxic origin, comprise a portion of the cases of 
hebephrenia, notably those with catatonia. He agrees with 
Lalanne (15) in insisting upon this view, and treats these pa- 
tients with ovarian extract. 

Enough has been said to show that in France the study of 
dementia praecox has not been neglected. Furthermore, I think 
that it has been shown that the conception of Kraepelin has not 
been accepted without certain limitations, although it has found 
a place in the domain of data currently admitted in the world of 
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alienists. With several alienists in our country, where the enthusi- 
asm for clearness is so great, that occasionally it might appear 
to be too intense, perhaps it is the term dementia praecox that 
has aroused some feelings of distrust. What could seem more con- 
tradictory than to use the term dementia, implying the idea of in- 
curability, and the epithet precocious, to an affection which can 
appear only at an advanced age, and which, from the admission 
of its authors, is curable in a proportion of cases quite worthy 
of attention. This is, however, only an instructive consequence 
of a defective appellation. More serious is the actual refusal of 
some well-known and influential men to comprehend in their 
limits the majority of systematized deliriums. 


A. V. PARANT. 
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Wotes and Comment 


DINNER TO Dr. JoHN B. CHAPIN ON HIS FIFTIETH ANNIVER- 
sARY.—The recent celebration of fifty years of service in behalf of 
the insane by Dr. Chapin of the Pennsylvania Hospital proved to 
be a notable event. To do him honor and to express in a public 
manner their appreciation of his life-work, about seventy-five of 
his friends gathered at dinner upon Thursday evening December 
I, 1904, in the Clover Club room at the Bellevue-Stratford Hotel 
in Philadelphia. Besides the Managers of the Pennsylvania Hos- 
pital, there were present many physicians engaged in the study 
and practice of psychiatry and numerous professional and per- 
sonal friends from different parts of the country. 

The special event commemorated was the fiftieth anniversary 
of his entrance upon asylum work at Utica, New York, in the 
autumn of 1854, after a long medical service at the New York 
Hospital. The menu card was appropriately illustrated with 
views of the New York Hospital, the Utica State Hospital, 
Brigham Hall, Willard State Hospital, and the Pennsylvania Hos- 
pital (Department for the Insane), institutions in which Dr. 
Chapin’s professional life had been spent. After dinner there were 
letters and telegrams read and speeches were made, all breathing 
a spirit of warm affection for Dr. Chapin, and hearty appreciation 
of the work which he had done. In response to the introductory 
remarks of Dr. Brush, the chairman, Dr. Chapin gave an inter- 
esting resumé of his half-century of professional work, and spoke 
of the changes which he had witnessed. He described the old 
New York Hospital in lower Broadway and gave vivid and his- 
torically interesting reminiscences of his service there. His de- 
scription of the State Lunatic Asylum, Utica, N. Y. (now the 
Utica State Hospital), in 1854, when it was the only State Asylum 
in New York, was also of extreme interest. From a historical 
point of view probably the most valuable part of the address was 
his account of the establishment and organization of the Willard 
State Hospital, in which he took such a prominent and efficient 
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part. Few have ever known before how closely the fortunes of 
this hospital and Cornell University were bound up together and 
how the scheme to establish an institution for the chronic insane 
held within its nucleus the germ of what is now one of the greatest 
American Universities. We are happy to be able to publish Dr. 
Chapin’s remarks in full in this number of the JouRNAL. 

Not the least interesting feature of a charming evening was 
the presentation of a striking and life-like portrait in oils, of Dr. 
Chapin, to him and to his family in honor of the event. The 
portrait was the work of Miss Beck, of Philadelphia, an artist of 
much more than local reputation. It is hoped that the funds al- 
ready subscribed will permit its reproduction as a fitting souvenir 
to the large number who were interested in the celebration of the 
anniversary but were unable to be present. 

Seldom, if ever, do the editors of the JouRNAL oF INSANITY, 
have the privilege of congratulating a fellow worker in the field of 
Psychiatry upon the completion of fifty years of successful and 
increasingly fruitful work in behalf of the insane. In his pro- 
longed and varied service at Utica, Canandaigua, Willard, and 
Philadelphia Dr. Chapin has displayed versatility, ability and 
adaptability as a physician and administrator and has secured 
substantial results, such as have been permitted a few others. 
His work during the past half century is a part of the history of 
Psychiatry in America and an honor to it. A steady uprightness 
of character, broad views of public and private duty, assiduous, 
constant and conscientious labor for high ideals, these are the 
secrets of the success of a public career rarely equalled in America. 


H. 


RESIGNATION OF Dr. Hurp.—Dr. Henry M. Hurd, managing 
editor of this JouRNAL for the past seven years, has resigned that 
position to the infinite regret of his colleagues on the editorial 
board. His resignation was accepted by the Council of the 
American Medico-Psychological Association at St. Louis, solely 
on condition that he should retain his connection with the Jour- 
NAL in an advisory capacity, a function which he has generously 
consented to discharge. As such guide, philosopher and friend, 
Dr. Hurd will temper the wind to the stricken sheep, but, while 
recognizing his claim to larger leisure, the editorial board cannot 


522 NOTES AND COMMENT [ Jan. 


but feel the loss of his active services as editor-in-chief. Editors, 
like poets, are born, not made; Dr. Hurd is to the manner born. 
Readers of the AMERICAN JOURNAL OF INSANITY owe him a large 
debt of gratitude for a loyalty and efficiency to which he has never 
set bounds, not even such as a proper regard for health might 
have prescribed. In moments snatched precariously from a busy 
life of administration as the chief executive officer of a large hos- 
pital, he has toiled over copy and proof ; wielded his own effective 
and fluent pen in original article, review, or editorial; and has 
controlled the policy of the JourNAL in all its departments in a 
way that has raised the standard of its service to alienists the 
world over; won the admiration of his co-editors and compelled 
the recognition of the man behind the pen by all who have enjoyed 
the product of his labor. The JouRNAL, through its editors, doffs 
its cap to him and is sure that its readers everywhere will share 
the act and wish him peace in his less exigent duties. 

As already announced, the vacancy on the editorial staff was 
filled by the appointment of the well-known Canadian alienist, 
Dr. Charles K. Clarke, of Kingston, Ontario, whose contributions 
to the literature of psychiatry have always been well received. 
The managing editor is Dr. Edward N. Brush, of the Sheppard 
and Enoch Pratt Hospital, Baltimore, Md., to whom should be 
sent all editorial communications. Exchanges, books for re- 
view, and business communications should be addressed, as here- 
tofore, to the Johns Hopkins Press, Baltimore, Md. Dr. Brush’s 
connection with this JouRNAL began in the old Utica days, twenty- 
seven years ago, previous to which time he had already seen 
service as editor of the Buffalo Medical Journal. His colleagues 
will give him the same loyal support which they have given Dr. 
Hurd. 

G. A. B. 


THE RESTORATION OF LocaL BoARDS OF MANAGERS TO THE 
New York State Hospitats.—During the recent political cam- 
paign in the state of New York, the management of the state 
hospitals for the insane, by the outgoing administration, was the 
subject of much discussion and violent criticism. 

The removal from office of the boards of management of all 
state hospitals by an act which it was alleged had been promoted 
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by the retiring Governor, and the centralizing of the control of 
the hospitals in the state lunacy commission aroused special com- 
ment and criticism and assumed such importance in the campaign 
that both candidates for Governor felt called upon to pledge them- 
selves to favor a return to local boards of management for the 
different hospitals in the event of election. 

The feeling against the policy of the retiring administration in 
regard to the state hospitals was so great, and the suspicion that 
the candidate on the Republican ticket would be, if elected, in a 
large measure controlled in these and other matters by his pre- 
decessor, so wide-spread, that he undoubtedly lost many votes in 
consequence. 

We read with pleasure, therefore in the message of the Gov- 
ernor-elect to the legislature that he favors an amendment to the 
law of 1902, which shall provide for local boards of management. 

Governor Higgins says: 

“The management of the state hospitals for the insane, four- 
teen in number, with a total number of patients on October 1, 
1904, of 25,019, was completely centralized by legislation of 1902 
abolishing the boards of managers of the various hospitals and 
leaving with the commission on lunacy complete jurisdiction, both 
as to financial control and internal administration. The advan- 
tages of centralized control of the financial operation of the 
hospitals are evident. It is of the utmost importance, however, 
that this great system of hospitals, involving the expenditure of so 
large a sum of money annually, and the care of so many thousands 
of peculiarly unfortunate and defenseless persons, should rest on 
a broad basis of public interest and public confidence and should 
retain the co-operation of philanthropic citizens throughout the 
state. In my opinion this can best be secured by leaving the con- 
trol of all financial matters, as at present, in the hands of the 
commission, and by providing for each hospital a board of man- 
agers, in general charge, through the superintendent, of the 
internal affairs of the hospital.” 

It will be noted that the Governor says the care of the insane 
should rest on the broad basis of “public interest and public 
confidence.” It was to secure public confidence and awaken 
public interest as a result of this confidence, that the lunacy com- 
mission of New York State, as is also true of lunacy commissions 
wherever appointed, was first created. 
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Charges of improper treatment, of reckless or unnecessary ex- 
penditure of money, of extravagant buildings, and the like were 
made regarding the New York hospitals from time to time, as' 
they have been made concerning other institutions. The mana- 
gers and the medical officers replied to these, and were investi- 
gated by legislative committees, which sometimes seemed earnestly 
in search of truth, and at others in search of an excuse for 
creating vacancies which might be filled by their favorites. 

It was felt that an impartial lunacy commission, a permanent 
committee of inspection and inquiry, would restore confidence 
where lacking, put in motion the proper and always adequate ma- 
chinery of the law to correct abuse, and at the same time protect 
not only the patients from unjust detention or improper treatment, 
but also the officers of the hospital from unjust and sensational 
charges. Had the commission been content to execute its only 
proper function, that of supervision, and to make reports and 
recommendations after conference with the boards of management 
and the medical officers of the hospitals, nothing would have 
had a greater influence in awakening “ public interest” and 
restoring “ public confidence,” but alas, such things were not to 
be. 

The craving for power and authority which attacks many men 
and some public bodies apparently was too great to be resisted, or 
possibly others saw an opportunity in giving the lunacy commis- 
sion almost autocratic power, to make use of that power in some 
way to forward their own purposes. Whatever explanation is 
correct, the fact remains that year by year down to 1902 saw 
increased power placed in the hands of the commission and dimin- 
ished power or opportunity for initiative left in the hands of the 
managing board or the medical officers. At last those in power 
recognized that the fiction of boards of managers in charge of the 
hospitals had become a farce and so the legislature obeyed the 
mandate which came from somewhere and the managers were 
legislated out of office. What has been the consequence? “ Pub- 
lic confidence ’’ has not been increased, but the contrary. 

When allegations against the hospitals were answered by the 
commission, the obvious reply came: “ You are defending that 
for which you are responsible, as the sole autocratic central man- 
aging and dispensing power. What we want is some unbiased, un- 
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prejudiced inspection and inquiry into these charges.” As to 
inspection and inquiry the time of the commission was soon so 
taken up by reading and criticising estimates, discussing the price 
of soap, fish and shoe-strings, or the fit and style of a hospital 
employee’s uniform, that visits of inspection were of necessity 
few and far between, and in time it became necessary to create 
an additional state officer, a medical inspector to perform this 
function. 

If, however, public confidence was not increased, public in- 
terest was awakened, and it is to this public interest we believe 
that the Governor-elect has responded in his message. 

Little can be said possibly in criticism of centralized control 
of the financial operations of the hospitals, if by that is meant 
centralized supervision and criticism, but the expenditure, through 
one office or board, itself apparently independent of any superior 
scrutiny or control, of the vast sum annually expended by the 
state of New York for the support of its dependent insane, seems 
to us to involve dangers, the possibility of which should be well 
considered. No suggestion of criticism of the lunacy commission 
has, that we are aware of, been heard or implied, and at the same 
time we have not heard that the commission has sought in any 
way to be relieved of the burden or has seemed to appreciate that 
it in any way interfered with its legitimate functions, which we 
must insist could be of far greater value to the state and its wards 
if thoroughly exercised. 

These functions we believe to be those of an impartial, unbiased 
board of inspection, advisory and not mandatory ; quick to put in 
operation methods to correct abuse or wrong, equally quick to re- 
pel unjust assault and accusation. 

Under the present circumstances such an unbiased and unpre- 
judiced view of the situation seems impossible. 


Two NotasLte Reviews.—Our readers will, we believe, be 
much interested in the letter from France published in this num- 
ber, and in the reproduction from The Journal of Mental Science 
of the presidential address of Dr. R. Percy Smith before the 
Medico-Psychological Association of Great Britain and Ireland. 

Dr. Parant reviews the subject of Dementia: Praecox from the 
standpoint of French alienists, and in bringing together in a 
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most comprehensive manner the opinions of his confréres has 
made a most valuable contribution to the literature of the subject. 

The address of Dr. Smith is at the present time of much inter- 
est, and his attempt to place our conception of paranoia in a 
clearer light will, we are sure, be appreciated by our readers, as 
it must have been by his audience. British alienists have not 
readily accepted the term paranoia, and no doubt Dr. Smith’s 
presentation of the subject will awaken interest and stimulate 
clinical observation on their part. 


THE ANNUAL MEETING.—The annual meeting of the Ameri- 
can Medico-Psychological Association will be held at San Antonio, 
Texas, April 18 to 21, inclusive. 

Arrangements are being perfected by Dr. Dent, the secretary, 
to secure reduced rates of fare to members of the association, and 
those intending to be at the meeting should notify him as early as 
possible. Already a number of papers have been definitely prom- 
ised, and others will no doubt be forthcoming. The annual ad- 


dress is to be delivered by Dr. James T. Searcy, of Tuscaloosa, 
Alabama. 


FirtH INTERNATIONAL ConGRESS OF PsycHoLocy.—The Fifth 
International Congress of Psychology will be held at Rome from 
April 26 to 30, 1905. Prof. Guiseppe Sergi is president of the 
committee of arrangements, and Dr. Sante de Sanctis is vice-sec- 
retary general. Those desiring to join the congress may address 
the latter at 92, Via Depretis, Rome. The congress will be divided 
into four sections, as follows: I. Experimental Psychology 
(psychology in its relation to anatomy and physiology; Psycho- 
physics ; comparative psychology). II. Introspective Psychology 
(psychology in its relation to philosophic sciences). III. Patho- 
logic Psychology (hypnotism, suggestion and analogous phe- 
nomena; psychotherapy). IV. Criminal, pedagogic, and social 
psychology. 


CoRRECTION.—REVIEW OF ADOLESCENCE.—In the review of G. 
Stanley Hall’s “ Adolescence ” in the last number through an acci- 
dent, the name of the writer, J. S. Moore an advanced student of 
philosophy at Harvard University was omitted. So careful and 
thoughtful a review ought not to be impersonal. 


PS 
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THE ANNALS OF SURGERY completes, with the December num- 
ber, its fortieth volume, and to celebrate the occasion enlarges this 
number to 280 pages, 232 of which are occupied by seventeen 
original articles. A short editorial note outlines the history of the 
Annals. This is of much interest to those who are not familiar 
with the origin and development of this journal. It was the out- 
growth of Annals of Anatomy and Surgery which for three years 
was edited and published by Dr. Louis S. Pilcher and Dr. George 
R. Fowler, the former of whom has been continuously chief editor 
of the Annals since its foundation. We extend our heartiest 
congratulations to Dr. Pilcher and his collaborators not only upon 
the excellence of this anniversary number but upon the record 
which they have established in the last forty volumes. 
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Obituary. 


HENRY E. ALLISON, M. D. 


Henry E. Allison, M. D., was born December 1, 1851, at Con- 
cord, N. H., a son of William H. and Catherine (Anderson) 
Allison. He received his preliminary education at the public 
schools of his native city, later attending Kimball Union Academy 
at Meriden, N. H., where he graduated in 1871. In the fall of the 
same year he entered the classical department of Dartmouth 
College. He was elected president of the class in his Senior year. 
and graduated with honors in 1875. After graduation, in the fall, 
he taught the high school of Hillsborough Bridge, N. H., and 
during the following year attended the full course of lectures and 
instruction at Dartmouth Medical College. In June, 1878, he re- 
ceveide the degree of M. D. at Dartmouth, and in August com- 
menced the practice of his profession in the capacity of an assistant 
physician at the Willard Asylum, N. Y., an institution then con- 
taining some twelve hundred patients. Here he remained in 
charge of various medical departments of the service until March, 
1883, when he resigned, although strong inducements were offered 
him to remain. After pursuing a post-graduate course at the 
New York Polyclinic, he commenced the general practice of medi- 
cine at Waterloo, Seneca, County, N. Y., where he remained some 
fourteen months, meeting with excellent success. During this 
time (1883-’4) he served as town physician. At the urgent re- 
quest of the board of trustees of the Willard Asylum, he returned 
in 1884 to that institution as first assistant physician, passing the 
State Civil Service examination for that position held in New 
York City. On July 1, 1889, he was appointed medical superin- 
tendent of the State Asylum for Insane Criminals at Auburn, 
Cayuga Co., N. Y., at that time containing two hundred and 
nineteen patients. By virtue of this office he also became, by 
statute, a member of the commission created by the Legislature 
to erect a new asylum for insane criminals which was founded 
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at Matteawan, Dutchess County, and to which, upon its com- 
pletion, the inmates of the old Auburn asylum were transferred 
April 25, 1892. This new institution is now known as the Mat- 
teawan State Hospital, of which Dr. Allison was the medical su- 
perintendent and treasurer. The total cost of the buildings and 
grounds was in the neighborhood of $900,000; the hospital has 
accommodations for five hundred and fifty patients. 

Dr. Allison became a member of the Seneca County Medical 
Society in 1879, and was elected president of the society in 1886; 
he was also president of the Seneca County Medical Association. 
He was a member of the Dutchess County Medical Society, the 
Newburgh Bay Medical Society, and of the American Medico- 
Psychological Association, and an honorary member of La So- 
ciété de Médecine Mentale, of Belgium. 

On October 8, 1884, Dr. Allison was married to Miss Anna M. 
DePuy, daughter of Louis and Sabina E. (Schoonmaker) DePuy, 
of Kingston, N. Y., and four children have come from this union ; 
Catherine DePuy, Elizabeth Shand, William Henry and Anna. 
On February 24, 1889, at Ovid, N. Y., he united with the Presby- 
terian Church, and was later a member and an elder of the First 
Reformed Dutch Church at Fishkill Landing, N. Y. Socially, 
he was a member of Beacon Lodge, No. 283, F. & A. M.; of the 
Dartmouth Medical College Association of New York, and of the 
Association of the Alumni of Dartmouth College. 

Such is the narrative of Dr. Allison’s life and work. On No- 
vember 12, 1904, his friends were astonished to learn that he 
was dead, after having been confined to his bed for three weeks 
with nephritis. Always modest, and even diffident, he had given 
no sign of the burden he carried. The vexations and anxieties 
of his administration he confided to none, and none suspected the 
insidious undermining of his strength. He organized and de- 
veloped the Matteawan State Hospital. His patience, his atten- 
tion to detail, his conscientiousness had been severely taxed, and 
he was unable to resist the more or less acute disease which 
terminated his life. When Governor Black assumed office, he 
inquired if Dr. Allison, a class-mate of his at Dartmouth College, 
was in the service of the State, and said, “ If he is the same Alli- 
son I knew at College, he is an honest man, and must not be dis- 
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turbed.” Who can measure the value of such honesty to the 
State? Anything less than absolute uprightness in the organiza- 
tion and administration of such a large public institution as the 
Matteawan State Hospital would have meant unlimited hardship 
for hundreds of patients, the violations of financial obligation and 
the waste and abuse of a vast property. That Dr. Allison fulfilled 
the promise of his youth is shown by the fact that of the fifteen 
years of the supervision of an institution for the custody of the 
most turbulent and degenerate of mankind, no single complaint, 
either public or private, has been heard. No better example can 
be adduced of the potency of gentle, undemonstrative firmness. 
It is a sad reflection that the penalty of perfection of character 
is the sacrifice of so valuable a life. 

The loss of Dr. Allison is serious. He inspired the confidence 
of acquaintances and the affection of his friends. The genial 
side of his nature was shown in his relations with children whom 
he always attracted. He possessed the rare faculty of never 
offending and of never sacrificing his principles. He was calm 
and gentle, and his ways were ways of pleasantness and all his 
paths were peace. In the many contributions made by Dr. Allison 
to the special departments of mental medicine and sociology, and 
in his wise organization of the State Hospital at Matteawan, he 
has left us the record of a well-spent life, which should have a 
proper and lasting memorial. 


Dr. Allison has published the following papers and mono- 
graphs: 


“A Case of Multiple Tubercular Tumor of the Brain.” (New York 
Medical Record, August, 1882.) 

“Cerebral Lesions in the Chronic Insane.” (Alienist and Neurologist, 
July, 1885.) 

“Moral and Industrial Management of the Insane.” (Alienist and Neu- 
rologist, April, 1886.) 

“Mental Changes Resulting from the Separate Fracture of Both Thighs.” 
(American Journal of Insanity, July, 1886.) 

“Notes in a Case of Chronic Insanity.” (American Journal of Insanity, 
April, 1887.) 

“An Historical Sketch of Seneca County Medical Society.” (Press of 
Brandow & Speed, Albany, 1887.) 

“On a General System of Reporting Autopsies in American Asylums for 
the Insane.” Read before the Association of Medical Superintendents 
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of American Institutions for the Insane, Newport, R. I., June, 1880. 
(American Journal of Insanity, October, 1880.) 

A short contribution to “De La Responsabilité Atténueé,” by Henry 
Thierry, Paris, 1891. 

“On Motives which Govern the Acts of the Criminal Insane.” Read 
before the Association of Medical Superintendents of American In- 
stitutions for the Insane, Washington, D. C., May, 1892. (American 
Journal of Insanity, October, 1892.) 

“The Insane Criminal.” (The Summary, December, 1892.) 

“Insanity Among Criminals.” Read before the American Medico-Psy- 
chological Association, Philadelphia, Pa., May, 1894. (American Jour- 
nal of Insanity, July, 1894; Criminal Law Magazine and Reporter, Vol. 
16, 1894.) 

“On the Care of the Criminal Insane in the State of New York.” Read 
at the Annual Meeting of the Trustees and Superintendents of the 
State Hospitals of New York, Matteawan, October, 1894. (Conglom- 
erate, October, 1894.) 

“Some Relations of Crime to Insanity and States of Mental Enfeeble- 
ment.” Read at the Annual Meeting of the American Medical Asso- 
ciation, Atlanta, Ga., May, 1896. (Journal of the American Medical 
Association, September, 1896.) 

“Simple Melancholia and its Treatment.” Read before the Newburgh 
Bay Medical Society. (Medical Record, January, 1897.) 

Four Annual Reports of the “State Asylum for Insane Criminals,” 1889-92, 
and Eleven Annual Reports of the “Matteawan State Hospial,” 1893- 
1903, inclusive. 

“What Constitutes an Insane Criminal and What Status Does He Occupy?” 
Read before the Prison Association of New York at its annual con- 
ference held in New York City October 7-9, 1807. (Albany Medical 
Annals, December, 1897.) 

“Method of Securing Health of Insane Convicts.” (Journal of Social 
Science, December, 1897.) 

Medico-Legal Notes. “One Aspect of Feigned Insanity.” (American 
Journal of Insanity, April, 1808.) 

“Insanity and Homicide.” Read at the Annual Meeting of the American 
Medico-Psychological Association held at St. Louis, Mo., May, 1808. 

A Review of “Medical Jurisprudence of Insanity or Forensic Psychiatry,” 
S. V. Clevenger, M.D. (American Journal of Insanity, October, 1808.) 

“ Provision for Criminal Insane.” A discussion before the National Prison 
Association of the U. S., at the Prison Congress held at Indianapolis, 
October 15 to 19, 1898. (Albany Medical Annals, July, 1899.) 

Congrés International, pour l’étude des questions relatives au Patronage 
des condamnés, des enfants moralement abandonnés et des aliénés, 
3me Session, Anvers, 1808. 3e Section: Vagabondage et mendicite.— 
Patronage des aliénés. 4e Question: Quel doit étre le rdle du Patron- 
age a l’égard des aliénés avant, pendant et aprés leur internement dans 
la maison de sante? Rapport presente par M. Allison. 
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Medico-Legal Notes. “Responsibility in Alcoholism,” “Curative Aspect of 
Crime.” (American Journal of Insanity, October, 1808.) 

Medico-Legal Notes. “Criminal Insane in the United States and Foreign 
Countries,” “Punishment of the Insane,” “Damages from Alleged Neg- 
ligence Arising from Insanity,” “Power of Attorney Revoked by In- 
sanity,” “The English Inebriates Act.” (American Journal of In- 
sanity, April, 1899.) 

“The Care and Custody of the Convict and Criminal Insane.” Remarks 
before the 29th Annual Congress of the National Prison Association 
held at Cleveland, Ohio, September 22-26, 1900. 

Medico-Legal Notes. “Competency and Credibility of Insane Witnesses,” 
“Insanity and Christian Science.” (American Journal of Insanity, 
April, 1gor.) 

Medico-Legal Notes. “Immigration of the Defective Classes,” “Case of 
Feigned Insanity.” (American Journal of Insanity, April, 1902.) 
“Medico-Legal Aspects of Insanity,” in 1902 edition of Wood’s Reference 

Hand-Book of The Medical Sciences. 

“Hospital Provision for the Insane Criminal.” Read at the Annual Meet- 
ing of the American Medico-Psychological Association held at Wash- 
ington, D. C., May, 1903. 

“Tnsanity in Penal Institutions and its Relations to Principles of Penol- 
ogy.” Read at the National Prison Congress held at Louisville, Ky., 
October 3-8, 1903. (Albany Medical Annals, December, 1903.) 

“Defective Inmates of Penal Institutions.” Read at the National Prison 
Congress at Quincy, IIl., October, 1904. 


In addition, although not seeking the work, he has been fre- 
quently called upon to testify as an expert medical witness in 
various important trials. 


MERRICK BEMIS, M.D. 


Dr. Merrick Bemis, for seventeen years Medical Superintendent 
of the Worcester Insane Asylum, Worcester, Mass., died at his 
home in that city on the third of October last. 

Dr. Bemis was born in Sturbridge, Massachusetts, May 4, 1820. 
His parents removed to Charlton, thence to Brookfield, during 
his early childhood, and he was brought up on a farm, with such 
advantages as the country district schools afforded. A natural 
thirst for knowledge, however, led him to seek further improve- 
ment, and he was able by his own efforts to pay his way through 
Dudley Academy, walking each way every week the sixteen miles 
between his home and that place. With money obtained by teach- 
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ing school in the winter, he entered Amherst Academy, with the 
intention of pursuing the full course in Amherst College, but a 
severe illness of long duration compelled him to abandon this 
purpose. He was engaged for several years in teaching school 
in Brookfield. At the age of twenty-two he began the study of 
medicine, and soon after went to Boston, and remained five years 
in the office of Doctor Winslow Lewis, leaving the office during 
the winter months, however, that he might, by teaching, defray 
the expenses of his medical studies, in the meantime attending 
medical lectures at Pittsfield, Massachusetts, and Castleton, Ver- 
mont, receiving his degree from the college in the latter place in 
1848. On November 14th of the last-named year, Doctor Bemis 
went to Worcester to take the place temporarily of one of the 
physicians in the State Lunatic Hospital, and was soon after ap- 
pointed assistant physician to Doctor George Chandler, who was 
superintendent of that institution, and continued in that connec- 
tion eight years. Doctor Chandler resigned at the close of the 
year 1855, and Doctor Bemis was elected his successor by the 
trustees. He was granted leave of absence for the purpose of 
travel and study in Europe, and after an extended tour of several 
months returned and took charge of the hospital in the summer 
of 1856. In this station he remained seventeen years, resigning 
in 1872. During this period several important changes in meth- 
ods and administration were carried through, and the institution 
maintained a high reputation among similar establishments 
throughout the country. He was the first to advocate the em- 
ployment of female physicians in asylums, an example which 
soon had many followers. In the closing years of his service at 
Worcester, Doctor Bemis purchased the various estates now con- 
stituting the hospital property at the lake, and submitted plans 
for the erection of buildings, and, in view of the change of loca- 
tion, again, in 1868, visited Europe to inspect hospitals and treat- 
ment of patients there. Soon after his resignation he established 
the private asylum for the care and treatment of women afflicted 
with various forms of mental and nervous disease, at Herbert 
Hall in Worcester. 

This large mansion, situated on Salisbury Street, was erected 
in 1857 by the late Rev. Nathaniel T. Bent for the purpose of a 
young ladies’ school, and the property, which includes an estate 
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of about ten acres, came into Doctor Bemis’s possession in 1873. 
This institution he conducted with great success to the time of his 
death ; his son, Dr. John M. Bemis, being associated with him in 
the management for the last few years. As an expert in insanity, 
Doctor Bemis’s services were frequently solicited in consultation 
and in courts. 

Doctor Bemis was a member of the Board of Aldermen in 1861, 
1862 and 1863, and he served on the School Board during the 
same period. During the late Civil War he took an active interest 
in the welfare of the soldiers and their families, and contributed 
much toward their relief. All matters of public concern have 
had his ready sympathy and active assistance to the extent of his 
ability. He had been a director of the Mechanics National Bank, 
was a member of the Horticultural Society, the Worcester Society 
of Antiquity and the Natural History Society, and was for several 
years, and at the time of his death, president of the last-named 
body. He was also a life member of the Pilgrim Society. He 
was a member of the Massachusetts and Worcester District Medi- 
cal Societies and of the American Medical Association, also of the 
New England Psychological Society, and one of the oldest mem- 
bers of the American Medico-Psychological Association. 

Since 1887 he had been one of the State trustees of the Bald- 
winsville Hospital Cottages for children, and was president of 
the Corporation. In this connection it may be stated that Doctor 
Bemis was one of the first American physicians to advocate the 
division of hospital buildings for the insane into separate cottages 
or pavilions. 

Doctor Bemis was a book-lover of more than ordinary fervor, 
and gathered, through a long series of years, a fine library, which 
comprises many rare editions and costly works of art. In the 
companionship of these volumes he found solace and diversion 
from the exacting duties of his profession, and in their possession 
one of the chief gratifications of life. 

Doctor Bemis married, January 1, 1856, Caroline A. Gilmore. 
Her father was a physician of Brookfield for more than thirty 
years. They have one son, John Merrick Bemis, a physician, 
member of the American Medical Association, and of the Massa- 
chusetts and Worcester District Medical Societies. 


Abstracts and Extracts 


Paranoia. By R. Percy Smitu, M.D., F.R.C.P. Journal of Mental 
Science, October, 1904. 


[Dr. Smith, in his annual address, as President of the Medico-Psycho- 
logical Association of Great Britain and Ireland, delivered at the sixty- 
third annual meeting of that body, in London, July 21, 1904, took for his 
subject “ Paranoia.” He has presented such a valuable review of the sub- 
ject from the standpoint of a British alienist, that the reproduction of the 
address seems desirable. ] 

The subject which I have chosen for my address to-day is one which 
does not appear to have been touched upon by former presidents. It is 
that of Paranoia—its position as a clinical entity, its relationship to other 
mental disorders and the consideration of the claim of its supporters that 
it is to be regarded as a primary disorder of intellect, in contradistinction 
to what have been called the affective mental disorders. That this cannot 
be considered a new subject is true inasmuch as the term “ paranoia” has 
been in use in German literature on mental diseases for the last thirty 
years, being first used apparently by Kahlbaum in 1874 and as a generic 
term for systematized delusional states by Krafft-Ebing in 1879 and by 
Mendel in his article “ Paranoia” in Eulenberg’s Realencyclopddie. 

Spitzka, of New York, appears first to have used the word in the English 
language and adopted it as a preferable term to monomania, in the second 
edition of his work on insanity published in 1887. 

In this country the term “ paranoia” seems at first to have been received 
with little favor, and in fact until the tragic case of King Ludwig II of 
Bavaria, in 1886, it was little heard of, and certainly the writers of English 
text-books on mental disease at that time did not make use of the term. 

In Dr. Ireland’s article on “ The Insanity of King Louis II of Bavaria,” 
at page 150 of his work Through the Ivory Gate, is to be found a copy of 
the certificate signed by four physicians as to the nature of the King’s 
insanity, the first paragraph of which was as follows: 

“His Majesty is in a far advanced state of insanity, suffering from that 
form of mental disease which is well known to alienist physicians of ex- 
perience as paranoia.” 

Dr. Ireland’s book was published in 1889, and in a foot-note he quotes 
from Séglas as saying that “ paranoia is perhaps the one word in psychiatry 
that has the most extensive but most ill-defined acceptance”; he speaks 
of it as mainly used by German and Italian physicians and says the para- 
noia of Snell is not the same as the paranoia of Westphal or of Meynert 
or of Krafft-Ebing. He offers the following definition: “ Paranoia is a 
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mental affection of hereditary origin, generally of a slowly advancing char- 
acter, with illusions and hallucinations and delusions, often of persecution 
and grandeur. Sometimes the two varieties of delusions are combined. 
The emotional faculties are seldom deeply affected, and the logical power 
is the last to suffer, the patient reasoning acutely from false premises. The 
mental enfeeblement does not appear to be great. In the chronic form 
the disease is regarded as incurable. Some writers will not admit of an 
acute form of paranoia.” In the works of Maudsley, Blandford and Savage 
the word is not to be found, nor in Bevan Lewis’s Text-book of Mental 
Diseases (1889). 

In the third edition of Clouston’s Mental Diseases, published in 18092, 
there appeared for the first time a short paragraph on paranoia at the end 
of the chapter on monomania. Again in 1892 there appeared in the Dic- 
tionary of Psychological Medicine an article on paranoia by the late Dr. 
Hack Tuke beginning with the sentence “ The use of this word has become 
very frequent in Germany and in the United States, but it has not obtained 
favor in Great Britain.” He defined it as meaning “a condition of which 
chronic and systematized delusion is the essential sign,” referred to it as 
synonymous with the German Verriicktheit, and pointed to the fact that 
while Griesinger held that emotional disturbance was the first link in the 
chain, Koch and the majority of German alienists did not agree with this 
view. The question of the primary affective or primary intellectual dis- 
order in paranoia, Verriicktheit, or delusional insanity, I shall frequently 
refer to. The references to paranoia in The Journal of Mental Science for 
the past twenty years are to be found almost entirely in reviews of books 
and papers published in other countries, with, however, one important 
exception, namely the paper “On so-called Paranoia” read by Dr. E. L. 
Dunn of Wakefield Asylum before the Psychology Section of the Annual 
Meeting of the British Medical Association, held at Nottingham in July, 
1892, and published in The Journal of Mental Science for January, 1893. 
He referred to the Greek word “paranoia” as simply meaning madness, 
and as now being used synonymously with the German “ Wahnsinn,” and 
“ Verriicktheit ” and implying systematized insanity. He gave a review of 
the history of the recent developments of the paranoia question up to that 
date, pointing out the initial difficulty that while the term is useful if 
limited to the class of cases termed “ paranoia persecutoria” by German 
writers and “délire chronique” by Magnan and other French writers, 
where there is chronic mental disorder, whether associated with neurotic 
or insane inheritance or not, yet that there is great confusion introduced 
by the comprehension in this group of acute forms first described by 
Westphal in 1878 and admitted by Meynert, Amadei, Tonnini and others, 
although denied by Krafft-Ebing, Morselli, Tanzi, and Riva. Dunn him- 
self objected to the inclusion of acute forms. With regard to the diagnosis 
of paranoia from other forms of mental disorder, especially from melan- 
cholia, Dunn made the remark “ The affective state is always secondary to 
the delusive, and is the logical reaction to it,” thus adopting what I think 
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is one of the fallacies of continental writers with regard to this aspect of 
the matter. In the discussion which followed, the late Dr. Hack Tuke 
referred to the time when English alienists were thought behindhand in not 
adopting the term “ Verriicktheit,” and that now “paranoia” was substi- 
tuted for it. 

But if English thought moves slowly, it as a rule moves soundly, and 
I think it will be acknowledged that there has been very good reason for 
not adopting without much consideration a grouping of cases as to which 
continental writers are still by no means unanimous. 

I well remember being struck by the way in which foreign visitors to 
Bethlem Hospital between the years 1885 and 1898 were inclined to call 
a very large proportion of the cases shown to them cases of “ paranoia,” 
so that whatever the original conception was, it became evident that there 
was a danger of the term being applied to most cases in which halluci- 
nations and more or less fixed delusions were present regardless of their 
history, many acute cases becoming thus grouped together which English 
observers regarded as not belonging to the same category. 

I wish next to refer to the important discussion on the limitation and 
differential diagnosis of paranoia which took place at the meetings of the 
Psychiatrische Verein of Berlin, in 1893 and 1894. The full account of 
this is to be found in the 51st volume of the Allgemeine Zeitschrift fiir 
Psychiatrie, 1895. To Dr. Cramer, at that time the Assistant Physician of 
the Eberswalde Landesirrenanstalt, was referred the task of summarizing 
the existing views and drawing up a report on the subject for the purpose 
of discussion. In Cramer’s paper on the “ Abgrenzung und Differential- 
Diagnose der Paranoia,” published in the volume referred to, the whole 
matter will be found to be very fully stated, and I have much pleasure in 
acknowledging my indebtedness to him for much of the material of this 
address. 

Cramer begins by stating that although there is a fair agreement that 
mania and melancholia are primarily “ Stimmungsanomalien” (abnormali- 
ties of mood), the different meanings of authors in those psychopathies 
which do not come into this group are irreconcilable. He refers to West- 
phal’s description of Primare Verriicktheit (Allg. Zeitsch., Bd. XXXIV, 
p. 252) and Mendel’s article on paranoia, already referred to, as being very 
clear and trenchant, but says that hopes of unanimity were not fulfilled, 
because Werner in his monograph on paranoia (Stuttgart: Enke, 1891) 
writes that now with the introduction of the word “ paranoia” a confusion 
and a host of expressions for the same form of disease have been put 
forward. Cramer starts by grouping psychoses into: 

1. Stimmungsanomalien (mania and melancholia). 

2. Paranoia. 

His endeavor is to show that all disorders described under the names 
“Wahnsinn,” “ Verriicktheit,” “ Paranoia,” “ Verwirrtheit,’ “ Amentia,” 
“ Asthenisches Delirium,” and others have a common characteristic dis- 
turbance of mental function. 
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Cramer gives a very comprehensive summary of the literature on the 
subject, to some of which we must refer. 

He quotes Hoffman (“Ueber die Eintheilung der Psychosen,” Alig. 
Zeitsch., Bd. XIX) as understanding by “ Verriicktheit” a disease in 
which a special motive (hallucinations and delusions) affects judgment, 
feeling, and conduct, and becomes the groundwork of a “ Gedankensys- 
tem,” the disease being free from the internal and external signs of 
“affect” (disturbance of feeling or emotion). 

He quotes Westphal (Allg. Zeiisch., Bd. XXXIV, p. 252) as being the 
first who spoke of an acute development and course of “ Verriicktheit,” 
as recognizing Sander’s group of cases of “originare Verriicktheit,’ as 
describing a form of “abortive paranoia” characterized by imperative 
ideas, and as saying that a “formal disturbance of thought may be absent 
but may increase up to complete confusion.” 

Westphal further lays down that “the essential in Verriicktheit is the 
abnormal process in ideation,’ and that mood, feeling, and “affect” are 
essentially dependent on the contents of the ideas and sensory delirium. 
(“Stimmung, Gefiihle und Affecte sind wesentlich abhangig von dem 
Inhalte der Vorstellungen und Sinnesdelirium.”) 

Cramer quotes Fritsch (“Die Verwirrtheit,” Jahrb. f. Psych., Bd. II, 
p. 27) as giving to the acute cases the name “ Verwirrtheit” (confusion) 
in contradistinction to Westphal’s “ Verriicktheit” and essentially differ- 
ent in onset, course, and mental condition from it. 

He quotes Meynert (“ Die acute hallucinatorische Form des Wahnsinns 
und ihr Verlauf,” Jahrb. f. Psych., Bd. II, p. 181) as holding that “acute 
primare Verriicktheit” differs from primare Verriicktheit or Wahnsinn in 
the absence of typical growth from hypochondriacal or persecutory stages, 
and in the absence of logical growth by reasoning, but is, on the contrary, 
an acute hallucinatory state with confusion. Meynert, however, thinks 
the change of mood to be dependent on hallucinations. 

Meynert later (Klinische Vorlesungen iiber Psychiatrie, 1890) elaborates 
his earlier hallucinatory Verwirrtheit, which he calls by the unfortunate 
term “amentia,” and while distinguishing the fixed delusional conditions 
of paranoia allows that the latter may often include conditions of exhaus- 
tion transitional to amentia. 

Schiile (Klinische Psychiatrie, 1886) uses “ Wahnsinn” as equivalent 
to paranoia, dividing into acute, chronic, and attonic groups, and holds 
that both in acute and chronic cases the mood is simply reactive and 
secondary to hallucinations. 

Salgo (Compendium der Psychiatric, 2 ed.) belongs to those who hold 
that in Verriicktheit there must be psychical weakness associated with 
systematized hallucinations and delusions, and that acute hallucinatory 
Verwirrtheit, under which he includes cases of acute delirium, may either 
be primary or may interrupt the course of chronic Verriicktheit. 

Wille (“Zur Lehre von der Verwirrtheit,” Arch. f. Psych., Bd. XX, p. 
228), again, recognizes Verwirrtheit with hallucinations and illusions, and 
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also an “acute paranoia,” characterized by systematized and constant de- 
lusions underlying the confusional delirium. 

Meyser (“ Zum sogenannten hallucinatorischen Wahnsinn,” Allg. Zeitsch. 
f. Psych., Bd. XLII, p. 113) uses for both Verwirrtheit and acute paranoia 
the name “asthenisches Delirium,” and includes in it delirium from mor- 
phia, chloral, carbonic acid, etc. 

Mendel (“ Paranoia,” Eulenberg’s Realencyclop.) groups these cases to- 
gether, calls the disease paranoia, and distinguishes a primary and second- 
ary form: “ Die primare Paranoia ist eine functionelle Psychose die char- 
acterisch ist durch das primare Auftreten von Wahnvorstellungen.” With 
regard to feeling, he says: “Das Fihlen richtet sich nach dem Inhalt der 
Wahnvorstellungen und andert sich mit diesen.” He objects to Westphal’s 
abortive form of Verriicktheit as belonging to obsessions or imperative 
ideas. 

Mendel divides primary paranoia into simple and hallucinatory, and 
each of these into acute and chronic. It is necessary to give his conclu- 
sions with regard to Paranoia hallucinatoria acuta. It has a prodromal 
stage, followed by general delirium, with great disorder of consciousness 
and hallucinations of nearly all senses, rapid flight of ideas and “allge- 
meine Verwirrtheit” or general confusion. 

Mendel’s description shows how comprehensive had become the concep- 
tion of paranoia, as including conditions known to others as confusional 
insanity and acute delirium. 

Werner, on the other hand (Die Paranoia, 1891), tried to combine the 
different views as to paranoia, but entirely excluded “acute Verwirrtheit, 
(Meynert’s amentia). 

Kirchoff (Lehrbuch der Psychiatrie, Leipzig, 1892), on the contrary, 
divides paranoia into—(1) Wahnsinn, (2) Verriicktheit, (3) Verwirrtheit, 
saying that in all paranoia there is systematization of delusion. Wahnsinn 
he considers an acute part of paranoia with delusions and hallucinations 
and marked emotional disorder, while in Verriicktheit the “affect” is only 
a chance condition. Verwirrtheit he considers only a secondary condition 
after Wahnsinn and Verriicktheit, and says: “Verwirrtheit may also 
show the elements of paranoia before or after their full development, at 
one time the foundation stones, at another the ruins of the structure.” 

Serbski (“Ueber die acuten Formen von Amentia und Paranoia,” Allg. 
Zeitsch. f. Psych., Bd. XLVIII, p. 329) endeavors to separate amentia 
acuta from paranoia acuta, but considers it difficult. He claims for amen- 
tia—(1) confusion, (2) “affect,” either throughout or in certain stages 
only, (3) disturbance of association, very marked at the height of the 
disease. He recognizes that transient confusion may sometimes be pres- 
ent in chronic primary Verriicktheit. 

Schonthal (“ Ueber die acute hallucinatorische Paranoia,” Allg. Zeitsch., 
Bd. XLVIII, p. 379) separates Verwirrtheit from acute paranoia as fol- 
lows: 

“ Acute paranoia (Wahnsinn) is distinguished from Verwirrtheit by the 
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more detailed structure of the delusions and the greater clearness of mind, 
as opposed to the more delirious type of the changing delusions and 
marked confusion of consciousness in Verwirrtheit.” 

In referring to the works of French authors Cramer gives full credit to 
the work of Laségue in describing “délire des persécutions,” Morel’s 
description of an early hypochondriacal stage passing into delusions of 
persecution and grandeur, constituting “folie systematisée,” and to the 
works of Foville, Legrand du Saulle, P. Garnier, Jaquet, and Falret with 
regard to these states. 

He gives also a good summary of the prolonged discussion in the Société 
Médico-Psychologique of Paris in the year 1888 on the question of the 
relationship of insanity to degeneration, and the question of establishment 
of a special form of chronic systematized delusional insanity, to which the 
name “délire chronique” was given by Magnan, and which he separated 
entirely from “folie des dégénérés,” but without his views meeting with 
universal acceptance. 

With regard to the acute forms included under paranoia by German 
writers, Cramer quotes Chaslin as claiming that writers in France first 
described cases which are neither mania, melancholia, nor “ délire 
des dégénérés.” He states that Chaslin describes the condition of “ con- 
fusion mentale primitive” (acute onset, often exhaustive or toxic in ori- 
gin, with confusion, loss of association, changing emotion or apathy) as 
synonymous with the following very comprehensive list, in which will be 
noticed the German “acute primare Verriicktheit,” hallucinatorischer 
Wahnsinn, Verwirrtheit, mania hallucinatoria, amentia, and paranoia acuta, 
which we have already referred to. 

Chaslin identifies confusion mentale primitive with the following: 

. Démence aigiie (Esquirol, Brierre de Boismont). 

. Stupidité, stupeur (Georget, Delasiauve, Dagonet). 

. Confusion, confusion hallucinatoire (Delasiauve). 

. Délire de depression (Laségue). 

. Délire d’ inanition (Becquel). 

Torpeur cérébrale (Ball). 

Acute primare Verriicktheit (Westphal). 

. Hallucinatorischer Wahnsinn (v. Krafft-Ebing). 

. Hallucinatorische Verwirrtheit (Meynert, Fritsch). 

. Verwirrtheit (Wille). 

. Acutes asthenisches Delirium (Mayser). 

. Acuter Wahnsinn (Schiile). 

. Hallucinatorische Verworrenheit (Konrad, Scholz, Salgo). 
. Asthenische und hallucinatorische Verwirrtheit (Kraepelin). 
. Hallucinatorisches Irresein (Fiirstner). 

. Dementia generalis oder subacuta (Tilling). 

. Mania hallucinatoria (Mendel). 

. Amentia (Meynert, Serbsky). 

. Dysnoia, polyneuritic psychosis (Korsakoff). 
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20. Délire sensoriel (Schernschenski). 

21. Folie générale (Rosenbach). 

22. Paranoia acuta, oder hallucinatoria (different authors). 

23. Primary confusional insanity (Spitzka). 

24. Acute hallucinatory confusion (Spitzka). 

25. Stupor, delusional stupor (Hayes Newington). 

26. Acute confusional insanity (C. Norman). 

27. Frenosi sensoria acuta (Morselli). 

28. Stupidita (Morselli). 

Lastly Cramer quotes Séglas (“Le Paranoia, délires systematisées et 
dégénérescences mentales,” Arch. de Neurol., T. XIII), who does not be- 
lieve that an acute Verriticktheit in Westphal’s sense belongs to paranoia, 
but approaches more nearly to certain melancholic or maniacal conditions, 
as saying: “Les observations ne nous ont montré aucun caractére patho- 
nomique, qui puisse permettre au moins par un coté de rapprocher cette 
paranoia aigiie de la chronique, qu'elle soit dégénérative ou non.” 

Cramer refers but little to English writers, and evidently is inclined to 
regard their views as obsolete, and says that Italian writers have either 
followed the French or the German school. 

As the result of his researches Cramer comes to the conclusion that al- 
though Wahnsinn, Verriicktheit, and Verwirrtheit (Amentia) must be 
looked upon clinically as separate disease pictures, they are separated 
from the simple functional psychoses on the common ground of absence of 
primary disorder of feeling, and he groups them together as paranoia. He 
entirely disagrees with Salgo that there is any groundwork of weakmind- 
edness in Verriicktheit, and says that the “ Schwerpunkt” of the disorder 
is a disturbance in the ideational sphere (Vorstellungsphare). Paranoia 
is according to him a functional psychosis to be separated from the other 
great group of functional psychoses with “ Stimmungsanomalien.” 

He acknowledges, however, the difficulty in separating cases of paranoia 
beginning with subacute course and depressive character, which are very 
near to melancholia, but begs the question by saying, “ These difficulties 
disappear if one holds firmly to the view that paranoia is a disease of the 
intellect in which ‘affects’ only play a secondary rdéle.” (“Diese Schwie- 
rigkeiten lassen sich tiberwinden wenn man streng daran festhalt dass 
die Paranoia eine Erkrankung des Verstandes ist, bei der die Affecte eine 
secondare Rolle spielen.’’) 

Cramer’s conclusions are— 

1. Verwirrtheit (Amentia), Wahnsinn and Verriicktheit have clinically 
and genetically a common range of important symptoms. 

(a) The ground-symptoms, hallucinations, delusions, and incoherence, 
are genetically nearly related to one another. 

(b) The predominating symptom of Verwirrtheit, of Wahnsinn, and of 
Verriicktheit is disease of the understanding (Verstandesthatigkeit). 

(c) In Verwirrtheit, Wahnsinn, and Verriicktheit the emotions play only 
a secondary role. 
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(d) Verwirrtheit (Amentia) may appear symptomatically both in Wahn- 
sinn and Verriicktheit. 

2. That the points of differential diagnosis between Verwirrtheit, Wahn- 
sinn, and Verriicktheit do not destroy the common groundwork of the 
three “ Krankheits-bilder.” 

3. That the group of simple uncomplicated functional psychoses with 
disorder of feeling (Stimmungsanomalien) entails as a second great prin- 
cipal group paranoia (disorder of the understanding). 

4. That paranoia is sharply divided from the Stimmungsanomalien and 
complicated psychoses. 

5. That henceforth the definition of paranoia must run: 

“Paranoia is a simple functional psychosis. It is characterized by a 
disease of the intellect (or understanding) in which ‘affects’ play only a 
secondary role.” 

In the “ Schlusswort” (after the discussion) he modifies this and con- 
cludes that the simple functional psychoses fall into three groups— 

1. Group of “ Stimmungsanomalien,” a change in emotion remaining in 
the foreground of symptoms. 

2. The paranoia group, characterized by the prominence of disorder of 
the understanding. 

Between these are transitional forms. 

3. Anoia, marked by loss of understanding and of emotion. 

Leaving now the position of paranoia as set out by Dr. Cramer in 1895, 
I will come down to the present date. For this purpose I have taken the 
recent editions of the text-books of Krafft-Ebing, Ziehen, and Kraepelin 
as embodying the German views, and the articles by Drs. Anglade and 
Arnaud in Ballet’s Traité de Pathologie Mentale, just published, as em- 
bodying the French views on this subject. Cramer, in the historical sec- 
tion of his paper before quoted, summarized the views of the three German 
professors, but it seemed to me essential to have their views in their more 
recent publications. Professor von Krafft-Ebing, of Vienna, whose death 
while the seventh edition of his Lehrbuch der Psychiatrie (1903) was 
passing through the press we must all deplore, has never admitted that 
paranoia should include acute and curable conditions. 

Under the heading of “ Psychoneuroses”” he puts— 

1. Melancholia. 

2. Mania. 

3. Stupiditat, or primary curable dementia. 

4. Hallucinatory Wahnsinn. 

5. Secondary Verriicktheit and terminal dementia. 

And under the heading of “ Psychical Degenerations ” he puts— 

1. Katatonia. 

2. Constitutional affective insanity (folie raisonnante). 

3. Paranoia. 

4. Periodic insanity. 
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His “ hallucinatory Wahnsinn” includes what other authors have named 
acute primary Verriicktheit (Westphal), hallucinatory Verriicktheit, ma- 
nia hallucinatoria (Mendel), and delusional stupor (Newington), and in- 
cludes many exhaustive, toxic, and post-febrile delirious states and most 
of the maniacal puerperal psychoses. He has never seen it pass into 
systematized paranoia, and refuses to recognize the disease as an acute 
paranoia, although he allows that confusional states may be episodic in 
paranoia. Even though he takes this view, however, he seems to be unable 
to shake off the idea that moods and “ Affecte” in hallucinatory Wahnsinn 
are entirely reactive to hallucinations and delusions. 

His “secondary Verriicktheit” includes all psychical states in which 
delusions formed in the primary affective stage (of mania and melan- 
cholia) remain as lasting errors of understanding (Verstandesirrthiimer ) 
and as more or less stationary morbid groups of ideas, in spite of the sub- 
sidence of the original affective disorder. This corresponds with the Eng- 
lish “ secondary delusional insanity” resulting from acute attacks in which 
there are fixed delusions, but no definite systematization or elaboration 
(Mercier’s “fixed delusion’”’). 

He divides paranoia as follows: 

Die Paranoia— 
I. Die originare Paranoia. 
II. Die tardive (erworbene) Paranoia. 
A. Paranoia persecutoria. 

1. Die typische Form der erworbenen Paranoia, unter- 
formen der Paranoia persecutoria; die Paranoia 
sexualis. 

2. Das Irresein der Querulanten und Prozesskramer. 

B. Paranoia expansiva. 

1. Die Paranoia inventoria. 

2. Die religidse Paranoia. 

3. Die erotische Paranoia. 

He also places paranoia neurasthenica and paranoia (sexualis) mastur- 
batoria under the head of mental diseases dependent on constitutional 
neuroses. 

Krafft-Ebing says paranoia is a chronic mental disease occurring ex- 
clusively in those damaged by inheritance, and often developing on the 
basis of constitutional neuroses, the chief symptom of which is delusion. 

“These delusions, in contrast to those present in mania and melancholia, 
are primary creations of the diseased brain independent of any affective 
origin (jegliche affective Entstehungsgrundlage entbehrende), bound to- 
gether systematically and methodically by process of conclusion and judg- 
ment to a formal delusional structure in contrast to the delirium of 
‘Wahnsinn.’” 

And further: “The point of the disease lies not as in melancholia and 
mania in primary affective and psychomotor disorder, but in disorder of 
the sphere of ideation” (Vorstellungssphare). Krafft-Ebing believes in the 
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chronic course and slow development of the disease, which, according to 
him, never ends in dementia; neither has he seen recovery, but only remis- 
sions. He does not agree with the view that paranoia is a chronic form of 
Wahnsinn. 

It is a remarkable fact that some of the advocates of the primarily intel- 
lectual disorder of mind in paranoia, to the exclusion of affective disorder, 
are at any rate driven to classify it on an affective basis. Thus we find 
depressive and expansive forms described, and Krafft-Ebing divides his 
“tardive,” or acquired, paranoia into persecutory and expansive groups. 

Let us now see if Krafft-Ebing’s claim for the absence of affective dis- 
order in the early stage of the disease is borne out by his clinical de- 
scription. 

In the first place, with regard to “originare Paranoia,” which he con- 
siders to be rare, he says there is often early neurasthenia, hysteria, hypo- 
chondriasis, and sexual perversion, especially masturbation—conditions in 
which at any rate affective mental states cannot be excluded; and, further, 
he says candidates for this disease are psychically slack, dull, sentimental, 
tending to hypochondriasis and eroticism, and of easy susceptibility in 
sensitiveness and emotion. 

Again, with regard to the cases of paranoia persecutoria developing 
later in life, the typical form of acquired paranoia, he says, “ The subjects 
of this morbid process are mostly from childhood upwards peculiar, quiet, 
shy, retiring, hypersensitive, irritable, distrustful people, not rarely also 
with a tendency to hypochondria.” 

Surely this condition implies a special aptitude for painful feeling, and 
with such a history it seems a bold thing to say that the mental disorder 
when it appears has no affective basis. 

He, however, repeats later that emotional disturbances are “sekundare 
Affecte” and “the natural, so to speak physiological, reaction to the pri- 
mary alteration of the Ego.” 

When speaking of the “Querulanten” he again says: “The candidates 
for this form of disorder fall early as a result of their egoism, anger, 
brutal dogmatism (Rechthaberei), and measureless overestimation of self 
into conflict with their surroundings.” 

It seems to me that delusional states which arise on this basis cannot 
be considered to be devoid of a primary affective groundwork. 

Again, with regard to the expansive form he says “the nucleus is delu- 
sion of distinguished personality, sustained by exalted self-feeling and 
partly developed out of it. The future delusion is already latent in the 
whole mode of thought and intuition.” Here, at least, he allows the possi- 
bility of a primary affective state, or at least one existing concurrently with 
delusion and not merely secondary to it. 

When we come to paranoia religiosa, Krafft-Ebing acknowledges that 
such cases often arise in persons who from childhood have a tendency to 
excessive religiosity, and points out the frequent association of increasing 
religious exaltation with eroticism, two conditions in which it seems to 
me it is absolutely impossible to exclude a primary “ Affect” as early as, 
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or earlier than, a purely intellectual disorder. Indeed, the importance of 
the element of feeling is recognized by Krafft-Ebing when he says that in 
the first or passive stage the patient “is simply observant and receptive of 
the sublime feelings and hallucinations developing in him,’ and in the 
second or active stage the ready delusion makes itself known. 

In the so-called erotic paranoia, although it is usually said that the 
morbid love in these cases is platonic, yet it is impossible to imagine that 
affective disorder does not occur quite early, and Krafft-Ebing allows that 
in men “the abnormal characteristics can be recognized early in a tender, 
sentimental direction of feeling.” I do not think I need pursue Krafft- 
Ebing’s views further. 

Professor Ziehen, of Utrecht, in the second edition of his Psychiatrie, 
published in 1902, divides the “affective psychoses” (mania and melan- 
cholia) sharply from the intellectual, under which he includes “ Stupiditat ” 
(=acute primary dementia and Newington’s anergic stupor) and para- 
noia (see Table). 

His definition is: “We include under the conception of paranoia all 
those functional psychoses the principal symptoms of which are primary 
delusions or hallucinations.” 

Ziehen. 
Psychosen ohne Intelligenzdefect. 
A. Einfache (simple) Psychosen. 
1. Affective Psychosen. 
(a) Manie. 
(b) Melancholie. 
2. Intellectuelle Psychcsen. 
(a) Stupiditat. 
(b) Paranoia. 
(a) Paranoia hallucinatoria acuta s. amentia. Delirium tremens. 
(b) Paranoia hallucinatoria chronica. 
(c) Paranoia simplex acuta. 
(d) Paranoia simplex chronica. 
B. Zusammengesetzte (complex) Psychosen. 
1. Aperiodische zusammengesetzte Psychosen. 
(a) Secundare hallucinatorische Paranoia. 
(b) Postmanische und postmelancholische Stupiditat. 
(c) Postneurasthenische hypochondrische Melancholie und 
Paranoia. 
(d) Postmelancholische hypochondrische Paranoia. 
(ce) Katatonie. 
2. Periodische zusammengesetzte Psychosen. 
(a) Periodische Manie. 
(b) Periodische Melancholie. 
(c) Circulares Irresein. 
(d) Periodische Paranoia. 
(e) Circulare Paranoia. 
(f) Periodische impulsive Zustande. 
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If delusions are primary, it is paranoia simplex, and if hallucinations, 
paranoia hallucinatoria, each being divided into acute and chronic. 

He agrees with Westphal and differs from Krafft-Ebing in including 
acute and curable cases of delirious type under paranoia and especially 
under paranoia hallucinatoria acuta, giving as synonyms: 

Hallucinatory insanity (Firstner) ; 

Acute hallucinatory Wahnsinn (Krafft-Ebing) ; 
Amentia (Meynert) ; 

Hallucinose (Wernicke). 

He also describes under this head “delirium acutum” as a primary in- 
coherent form, and alcoholic delirium tremens as a peracute variety of 
acute hallucinatory paranoia. 

Although he says that in the typical form “ Affectsstdrungen” are 
secondary to the intellectual disorder, he allows that there are undoubted 
cases in which, from the beginning of the disease, either occasional or 
lasting exultation or depression exists, for which no explanation can be 
given by the hallucinations, and which must therefore be looked upon as 
primary. 

This seems to give away the whole position as to the claim for essential 
primary disease of intellect. 

His chronic forms include cases of systematized delusions of persecution 
and exaltation as we know them in this country, and the “ délire chron- 
ique” of Magnan. 

Again, he claims that primary disorder of emotion is not found in typical 
cases, but allows the possibility—“ Noch seltener sind primare A ffectsst6r- 
ungen: dauernd kommen sie nie,”—but with Krafft-Ebing he recognizes 
that the sufferers have in early life been shy, irritable, and of “ zuriickge- 
zogenen Wesen.” 

In the case of paranoia simplex chronica he says “primary disturbances 
of affect and association are present as transitory concurrent symptoms,” 
and that exceptionally he has seen it develop in women after an emotional 
shock (Affectstoss). 

When considering the forms of paranoia which he groups under complex 
psychoses he again destroys the theory of primary intellectual disorder. 
For instance, in describing “ secundare hallucinatorische Paranoia” he says 
that the melancholic or maniacal stage presents all the essential points of a 
typical melancholia or mania, and the second or paranoiac stage runs as 
a typical hallucinatory paranoia. In other words, it is secondary to what 
he has considered to be primarily affective disorder. The same remark 
applies to (c) and (d). 

His periodic and circular paranoia include either recurring cases of 
“acute hallucinatory paranoia” or cycles of delirium and stupor, and by 
most writers would not be included under paranoia. 

The third German text-book which I propose to notice is that of Pro- 
fessor Kraepelin of Heidelberg. 

Professor Kraepelin’s writings have perhaps had more influence on the 
world of psychiatry than those of any other living writer. In all recent 
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American text-books he is referred to or copied from at length, but with 
the exception of Macpherson (Mental Affections)* the writers of English 
text-books do not refer to his views. Professor Kraepelin has always 
held an open mind on the question of classification, and has modified it in 
the various editions of his Psychiatric. 

He has never adopted the term “ paranoia” with any satisfaction, but still 
retains the old word “ Verriicktheit ” as synonymous with chronic delusional 
insanity and puts “paranoia” in brackets as a secondary name. 

He entirely separates acute forms from the chronic and puts acute Ver- 
wirrtheit or Meynert’s amentia under Erschdpfungsirresein (insanity of 
exhaustion), grouping it with “collapse delirium” and chronic nervous 
exhaustion. 

He makes no separate headings of “hallucinatory Wahnsinn” or “ sec- 
ondary Verriicktheit” as Krafft-Ebing does. 

In the sixth edition of his work (published in 1899) he says: “ Under 
the name ‘ Paranoia’ a large number of German alienists include together 
all those functional mental diseases in which the disorder expresses itself 
principally or exclusively in the domain of the intellectual faculties,” the 
essential sign being delusions and hallucinations. 

He refers to the early views of Griesinger and others as to the affective 
origin of this mental disorder, and to the later development of the view, 
that the disease is to be looked upon as a primary disorder of the under- 
standing in contrast to disorder of feeling. He then summarizes Cramer’s 
and Ziehen’s work and says: “ This led of necessity to the inclusion in 
Verrticktheit of a number of disease pictures, which taken clinically had 
not the least true relationship with the original Verriicktheit, as, for ex- 
ample, amentia, alcoholic delusional insanity, and numerous conditions 
which undoubtedly belonged to dementia przcox or ‘ manisch-depressive’ 
insanity.” 

He holds this development to be quite erroneous and says: “ The oppo- 
sition, looked upon as fundamental, between disorders of the understand- 
ing and those of feeling is only a psychological one and not at all clin:-al. 
In real disease pictures (Krankheitsbilder) we see both bound up together 
in a quite incalculable way.” 

He says that as a fact attempts to regulate the “ paranoia group” and 
separate it from other forms of insanity end always with the statement 
that mixed forms and transitional cases occur between it and the “ affect- 
ive” mental disorders. 

“ Therefore the only groundwork of the present paranoia idea, the arti- 
ficial contrast between diseases of intellect and diseases of emotion, col- 
lapses.” 

Referring to the question of diagnosis and prognosis, he says “It needs 
no proof that the now ‘universal disease’ (‘ Universalkrankheit’) par- 
anoia, which according to many physicians includes 70 or 80 per cent of 
the whole, does not bring us a step further in this direction.” 


* The sixth edition of Clouston’s Menial Diseases had not been published 
when this was written. 
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Further he holds the idea of an “acute paranoia” to be chaotic, because 
thereby the essential incurability and persistent growth of developing de- 
lusions are entirely overlooked. He therefore limits the term “ paranoia” 
to the undoubted group of cases in which there is a clearly recognized, 
slowly developing, and unshakeable system of delusions. 

He describes the cases with gradual onset of persecution developing 
hand in hand with exaltation, but he differs from others in saying that 
hallucinations are rare. 

With reference to Sanders’ “originare Paranoia,” he says he has rarely 
met it before the third decade of life. 

In his sixth edition he ceased to subdivide Verriicktheit or paranoia 
into subordinate groups, only mentioning the “erotic” and “querulant” 
varieties. With regard to feeling he says: “Die Stimmung des Kranken 
steht mit seinen Wahnvorstellungen in innigstem Zusammenhange”; that 
is, the mood is in the most intimate connection with the delusions, but not 
therefore dependent on them. 

In the sixth edition Kraepelin first described the paranoid form of de- 
mentia precox, calling it “dementia paranoides” and including under it 
the “phantastische Verriicktheit”” which he formerly included under par- 
anoia; in other words, he removed from the chronic delusional group a 
large number of cases in which organized and systematized delusions had 
developed, on the ground that the passage of the patient into early weak- 
mindedness rendered it necessary. 

He says: “The numerous delusions in the course of dementia praecox 
may often give rise to the diagnosis of paranoia. The greater number 
of the cases designated under this name by other alienists belong in my 
opinion to the group of cases described here and especially to the paran- 
oid form.” 

In other words, he endeavors to solve what has always been a matter 
of conflict, the question as to whether delusional insanity or paranoia ever 
ends in dementia, by removing an important group of cases into the do- 
main of dementia. 

In a paper in the AMERICAN JOURNAL OF INSANITY, January 7, 1904, on 
the present status of paranoia, Dr. W. McDonald, of the Butler Hospital, 
Providence, R. I., refers to this as follows: “We have often heard a 
patient referred to as an old ‘paranoia’ in terminal or secondary dementia, 
while his neighbor, perhaps an older man, and one in whom the disease 
has been longer evident, was spoken of as having undergone very little 
mental deterioration. Recently our confidence in paranoia has received a 
jar; the Germans have been altering classifications .... gradually the 
atmosphere clears, and it is found that paranoia includes a number of pa- 
tients who rightly belong to the dementia przecox group.” 

Referring to Kraepelin’s nomenclature as used in America, he says, 
“We not only accept his ideas, we bolt them whole.” 

He finds at last that all the paranoiacs have been placed in the dementia 
precox class, and raises the question, “Is there no more paranoia?” He 
also writes of the absurdity of speaking of a patient as having little or no 
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mental weakness, when he is at the time misinterpreting every one of the 
smallest incidents of life. 

Lastly, I have taken as exhibiting the French position with regard to 
paranoia the articles on that subject in Ballet’s recently published Traité 
de Pathologie Mentale. The word “ paranoia” has been disliked in France 
as in England, and Dr. Arnaud of Vanves, who writes the chapters on this 
subject in Ballet’s Traité, heads the chapter “ Délires systématisées ou 
partiels,” with the terms “paranoia” and “ Verriicktheit” in brackets as 
the German synonyms. 

He gives a most comprehensive table showing the German classification, 
and the French equivalents, to which I call your attention. 


BALLET— ARNAUD. 
CLASSIFICATIONS DES DELIRES SYSTEMATISES. 
Classification Allemande. Equivalents Frangais. 


Wahnsinn (Snell, Schiile). 

Verriicktheit (Sander, Westphal, Kraepelin). 

Paranoia (Krafft-Ebing, Mendel, Morselli, 
Tamburini, etc.). 


. 
Originelle (Originire Verricktheit M¢ealomanie (Dagonet et Ball). 
de Sander, Westphal, Schiile) Délire systématisé des dégénérés 
q Délire de persécution a évolution 
Forme systématique (type Laségue- 
é Depressive, typique. Falret). 
= avec délire Délire chronique (Magnan). 
Paranoia, + Tardive | de persécu- 
primitive. | 5 tion. Délire Persécutés-persécuteurs raison- 
querulant. nants (type Falret). 
Wahnsinn. ~ 
Mégalomanie. Délires systém- 
acquise. i 
Verriick- % Expansive Des inven Délire systématisé atisés des dé- 
avec délire teurs. 
theit. a religieux. générés 
de Religieux 
Folie érotique (Magnan). 
Délires systématisés Délire d’emblée 
a Simple. aigus. Certains des dégénérés 
& ~ Hallucinatoire (avec confusion cas de confusion (Magnan). 
mentale), mentale hallucin- 
L atoire. 
P & mélancolie. Délires systématisés post-mélancoliques. 
‘ & manie. Délires systématisés post-maniaques. 
secondaire 
& paranoia aigué. Manie chronique, démence. 
Paranoia 
oe = Folie du doute avec délire du toucher, agora- 
(Westphal Idées fixes phobie, obsessions et impulsions diverses. 
Arndt F états obsédants. Syndrémes épisodiques de la dégénérescences 
Morselli, (Magnan). 
Tamburini). 


In his own classification, which is given here, he recognizes acute and chronic forms. 
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ARNAUD. 
DELIRES PARTIELS OU SYSTEMATISES. 
Paranoia des Allemands. 


I. Délires systématisés aigués—Paranofla aigué. 


f Persécutés Forme typique de Laségue- 
a évolution Falret, et délire chronique 
systéma- de Magnan. 
tique. Forme psycho-motrice 
(Séglas). 


1. Dépressifs. 


Persécutés auto-accusateurs et  persécutés 
mélancoliques. 

Délire d’auto-accusation systématisé primitif. 

Délire hypochondriaque systématisé. 


II. Délires systématisés 
chroniques—Para- 
noia chronique. 


. 


Religieux. 
Erotique. 


Ambitieux (mégalomanie). 
2. Expansifs. 


After a general history of the subject embodying the differences of 
opinion I have referred to, he defines “ délires systématisés ” as functional 
psychopathic states characterized by delusions (idées délirantes) perma- 
nent, fixed, methodically allied together, developing in a regular direction, 
and following a logical evolution. These states, “independent of any 
hitherto appreciable organic lesion, appear to be equally independent of all 
emotional origin.” 

He very properly says, although the delusions are only manifested in 
certain groups of ideas, yet the mind as a whole is diseased, and is in- 
capable of exactly appreciating and rectifying the false elements invad- 
ing it. 

He agrees that not only may the systematized or partial delusions be 
“ délires primitifs,” but may also appear consecutively to a mental disorder 
of another nature, ordinarily an access of mania or melancholia, and are 
then called secondary, post-maniacal, or post-melancholic (paranoia sec- 
ondaire). 

He refers to the discords and complexity of the discussions in France, 
Germany, and Italy on the subject, and says: “Les auteurs employant 
des termes différents pour designer les mémes choses, ou appliquant les 
mémes terms a des choses différentes.” 

With regard to the question of the acute cases, he gives all the synonyms 
we have referred to, pointing out that the systematization is ordinarily 
feeble, and has never the cohesion and logical development of the chronic 
cases, but still holds that emotional reactions are dependent on the de- 
lirious concepts and hallucinations, and develop secondarily, contrary to 
what happens in mania and melancholia. 

He, however, speaks of the possibility of the delirium (délire) being 
at base melancholic and depressive. 
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He agrees with those who hold that recoveries are often followed by re- 
lapse and passage into the chronic forms, contrary to the views of Krafft- 
Ebing and Magnan. 

With regard to the chronic cases Arnaud adopts the French groupings, 
and it may be said that although he has started by a general statement as 
to the independence of the condition on any emotional origin, yet he fre- 
quently acknowledges that in the early stages the emotional or affective 
disorder is prominent, as, for example, in the group of “persécutés auto- 
accusateurs,” which he says forms a link with melancholia, and in “ délire 
hypochondriaque systématisé,” which he says is marked early by “exag- 
gerated preoccupation with health without constant expression of definite 
delusions.” 

Again, in the expansive groups he says there is a common groundwork 
in a very marked tendency to pride. 

In the religious group “ce délire atteint des sujets qui depuis l’enfance 
presentaient un gout marquée pour les pratiques de la religion... . et 
souvent une véritable exaltation mystique.” 

Again, childhood is characterized by “aptitude for religious emotions,” 
often with genital excitability which determines a painful moral struggle 
with remorse. It surely cannot be thought, then, there is no primary emo- 
tional disorder in this nor in the final group of “ délire systématise éro- 
tique.” 

The confusional group is described in a different chapter by Dr. Anglade 
of Bordeaux, apart altogether from paranoia, to which he holds it does 
not belong. 

In addition to Kraepelin other German authorities have of late years 
cast serious doubts on the conception of paranoia as a primary intellectual 
disorder and have refused to regard it as including forms of mental dis- 
order of delirious or confusional type. 

For instance, in the discussion on Cramer’s paper in Berlin, Jastrowitz, 
referring to acute cases, asks what has the exhaustion—collapse—intoxica- 
tion delirium to do with the different varieties of paranoia—‘‘ Wo ist da 
die Analogie mit der Paranoia chronica?” 

Professor Jolly, of Berlin, whose recent death we have to lament, re- 
ferring to the question of primary or secondary emotion, says: “The 
thesis that in one case anomalies of mood are primary and lead to confu- 
sion, while in another the delusions and hallucinations appearing in con- 
fused states lead to an altered state of feeling, is a purely theoretical one.” 
And further: “It is most unlikely that the groundwork of any mental 
disorder lies in such narrow circles as pure ‘affect’ or pure disorder of 
idea.” 

Moeli, moreover, says that although “ Affecte” may play only a second- 
ary role in chronic paranoia it is not shown that in early cases the emo- 
tional side is unaffected, and in the period of distrust there is not neces- 
sarily a formulated expression of persecution. 

Professor Grimaldi, of Naples, in the Annali di Nevrologia, 1903, in a 
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critical review on “L/’origine affetiva dei delirii paranoici” in German 
literature, refers to Cramer’s paper and the discussion on it and says that 
the primary intellectual origin of paranoia received then a consecration 
which appeared to have silenced forever any opposite view, but that from 
that moment there began in Germany a descending line which by successive 
steps will lead to its final abandonment. 

He quotes Specht as saying that the view has now fallen from the 
height of a dogma to the grade of a problem, and also refers to Moeli’s 
views which I have already quoted. 

To show the change made in a short time he gives a résumé of the views 
of Professor Specht, of Erlangen, who in his paper “ Ueber den patholo- 
gischen Affect in der chronischen Paranoia” calls the primitive ideas or 
primary delusions of Krafft-Ebing “inventions of a very unhappy kind.” 
Specht refers to the discrepancy between the teaching of practice and the 
preconceived theoretical point of view. This is manifest when these “ pri- 
mary” delirious ideas are spoken of as accentuation of temperament or 
character, so that the vain arrive at grandeur and the diffident at persecution. 

Specht finally considers “ diffidence” as the primitive part of conscious- 
ness antecedent to every other morbid phenomenon, but Grimaldi goes 
further and thinks that earlier than diffidence there exists in paranoia a 
state still less evolved, which is the instinctive feeling of fear. “Who has 
fear has pain in two ways, in having the fear and in having the presentment 
of future pain.” This induces an orientation of attention in the direction 
of the external surroundings and an outlook for noxious forces and actions. 
He sums up as follows: “It is vain to deny it; the persecuted paranoiac 
is above all fearful, fearful if looked at and observed, fearful if he with- 
draws himself, solitary and vigilant, fearful if he advances, circumspect 
and prudent or resolute and violent.” With regard to exalted paranoiacs 
he says: “The pride of the paranoiac is not that of a triumphant and 
happy man, but unsatisfied pride, impotent vanity, threatening pride,—dis- 
possessed prince, unrecognized king, despised and unworshipped God— 
he is entirely devoted to sorrow.” 

Dr. Linke, in a paper, “ Noch einmal der Affect der Paranoia,” in the 
Allgemeine Zeitschrift fiir Psychologie, p. 257, 1902, refers to the fact that 
the question as to whether “ Affect” gives its characteristic coloring to 
the delusional state of paranoia is occupying an ever-increasing space in 
psychiatric literature, and says: “The statement that the onset of delusion 
in paranoia is due to a primary disease of the intellect would find few 
adherents to-day,” and that the greater number of those who have taken 
up the opposite position hold that a morbid change of the Ego brought 
about by “primary Affect” is the basis of the onset of delusion, a diver- 
gence of opinion only existing as to the kind of primary “ Affect.” 

I come now to recent English writers. Conolly Norman, in the article 
on systematized delusional insanity (for which he uses the synonym “ par- 
anoia”) in Clifford Allbutt’s System of Medicine. adopts what I think is 
the continental error with regard to the genesis of this form of mental 
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disorder. He defines it as “that form of mental unsoundness which is 
specially characterized by delusion—that is, by beliefs not common to the 
race, which arise from the uncorrected action of the imagination, are fixed 
and systematized, and are not immediately connected with a predominant 
emotional state.” He contrasts this condition with acute forms of mental 
disease in which delusions are associated with the predominant emotional 
state, “ wherein they appear to take their rise, and which at the same time 
they reinforce.” After describing the condition of patients before the on- 
set of definite delusion as being “self-centred, self-opinionated, and self- 
absorbed,” and as “suspicious, touchy, and ego-centric,” he says later on: 
“The delusions in the disease we are considering are rightly called prim- 
ordial, for they do not appear to belong immediately to any emotional state 
and they strike in upon the mind of the patient as a new train of events.” 

He does not refer to acute “ Wahnsinn” or “ Verriicktheit” or “ Ver- 
wirrtheit ” under Paranoia. 

In the article on delusional insanity to which he gives the synonyms 
“monomania” and “ paranoia,” in the recent edition of Quain’s Dictionary 
of Medicine, Robert Jones adopts the following view: “ Although there 
is less emotional disturbance in this form than in any other variety of 
insanity, it is incorrect to state that there is none; for every action and 
every thought has a distinct fundamental feeling-tone of pleasure or pain, 
and the egoistic feelings which so predominate in these cases obtain such 
an ascendency over the intellectual life that the personality becomes 
changed.” 

Mercier, in Psychology, Normal and Morbid, expresses himself very 
strongly as to the importance of feeling in the genesis of delusion, and I 
will quote shortly from his work. On page 272 he says: “In point of 
time alteration and exaggeration of emotion produce delusion.” On page 
274: “Such a thing as a neutral delusion, a delusion which is neither 
pleasurable nor painful, scarcely exists, and does not exist at all as a 
primary state.” Referring to “deluded states,” he says: “There is a 
deluded state which is affection (—affect) pure and simple, which is pain 
only or pleasure only, and which includes no discernible trace of intel- 
lectual delusion.” And, further: ‘“ The deluded state contains at the out- 
‘set a large proportion of pleasure and pain, and may even in its early 
stage consist entirely of pleasure or pain; to this affection delusion is soon 
added, and thereafter the proportion of affection to delusion varies much.” 

On page 479 he says: “I cannot recall a single instance in a long ex- 
perience in which delusion has arisen, except as part of an emotion.” 

Sully (The Human Mind) is very definite on the close interaction be- 
tween feeling and intellection, and referring to the views of Herbartian 
psychologists, and especially Dr. J. Ward, that a presentation excites feel- 
ing and leads to desire, and so to conation, he says: “Even in the case 
of the higher feelings it is not uncommon to find feeling preceding repre- 
sentation. This applies, for example, to sudden and disturbing sense- 
impressions, which affect us disagreeably before they are objects of appre- 
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hension, and to worrying thoughts, e. g., of some omitted duty, which give us 
trouble before they emerge into clear consciousness. Moreover, attention 
to presentations, as we shall see, appears in all cases to follow feeling, 
which here assumes the form of interest, and it has pointed out that there 
is no process of intellection without attention.” 

He further makes the very important statement, which seems to me to 
be very apt in relation to the condition we are considering: “It is in the 
rooted beliefs of the romantic dreamer, the enthusiast, and so forth, that 
we may best study the action of feeling in consolidating particular ideal 
attachments and giving them the semblance of firm, well-weighted judg- 
ments.” 

I think I have said enough to show that there is no common agreement 
as to the connotation of “paranoia” even in the country of its origin, 
that by some authors groups of cases are included under this term which 
others hold to be entirely outside it, and that the doctrine of primary intel- 
lectual disorder, apart from the element of feeling or “affect,” has of late 
received rude shocks, and that it is tottering to its fall. 

I have always taught students that in examining any case of mental dis- 
order it is entirely erroneous to omit to examine all the functions of mind, 
feeling, knowing, and willing, that the mind 1s not divided into water- 
tight compartments, and that in taking the history of any case it is most 
important not to accept without close inquiry the account given by relatives 
of the mode of onset and order of appearance of symptoms. 

In my opinion the separation of primary affective from primary intel- 
lectual disorders is purely artificial, and just as in mania and melancholia 
the affective state is not the sole factor, so in paranoia the affective side 
cannot be ignored. 

I may sum up my own views as follows: 

1. The term “paranoia” is useful if it be limited to cases of chronic 
delusional insanity in which there are organized and systematized delu- 
sions, whether of persecution or exaltation, and whether these run sepa- 
rately, concurrently, or by transformation from persecution to exaltation, 
and whether the disorder originates in childhood and youth (originare 
Paranoia) or later in life (tardive Paranoia), and whether associated with 
heredity or not. 

2. In all these cases the importance of the affective element of mind must 
not be ignored, and it is erroneous to use the term “ paranoia” as implying 
primary intellectual disorder to the exclusion of, or prior to, disorder of 
“ Affect.” 

3. Allowing that there are acute cases in which delusions appear to be 
organized and systematized, and yet in which recovery appears to take 
place, many of these are merely the initial phase of chronic delusional 
insanity with a remission of symptoms. 

4. If the incubus of the idea of primary intellectual disorder be got rid 
of, there is no difficulty in recognizing that some cases of paranoia may 
begin with an acute functional mental disorder of the nature of melan- 
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cholia or mania (as is indeed recognized even by those who take the pri- 
mary intellectual view), or even may follow a delirious or confusional 
state. 

5. With this exception, acute confusional insanity (acute Verwirrtheit) 
and acute delirious states (acute delirium, collapse-delirium, Erschépfungs- 
delirium) should be regarded eztiologically and clinically, and from the 
point of view of diagnosis and prognosis, as entirely apart from paranoia 
or chronic delusional insanity. 

6. Mercier’s term “ fixed delusion” should be used for states secondary 
to acute forms of insanity, where the persisting delusions are not organized 
or progressively systematized. 

7. With regard to terminal dementia in paranoia, it is trying to prove too 
much to say, as some authors do, that dementia does not ever supervene 
in this condition; and I think that Kraepelin’s action in removing a large 
group of cases in which terminal weak-mindedness occurs from the domain 
of paranoia to that of dementia precox is open to question. There seems 
to me a possibility that dementia precox, with its hebephrenic, catatonic, 
and paranoid forms, may become the new universal disease (“ Universal- 
krankheit”), into which large numbers of cases may be thrown, and which 
will give rise at no distant date to as much discussion as has attended 
paranoia. 


Ricerche sul ricambio materiale nei dementi precoci. Prima nota: La 
eliminazione del bleu di metitene e del Iodoro di potassio per via 
renale. Del Dotrort ANTONIO D'ORMEA E FERDINANDO MAGGIOTTO. 
Giornale di Psichiatria Clinica e Tecnica Manicomiale, Anno XXXII, 
Fasc. I-II, 1904. 


This is a most careful piece of work and the authors have published 
their results in such a form that any question as to their results may easily 
be answered by referring to the original paper. For the research on the 
elimination of methylene blue 15 men and 15 women patients in the Ma- 
nicomio Povinciale di Ferrara were selected, five of each being from the 
three forms of dementia przecox, hebephrenic, catatonic, and paranoioid. 
These were in good physical health. On the day preceding the experiment 
the urine for twenty-four hours was carefully examined in order to estab- 
lish the integrity of the renal function. An injection of .o5 gm. methylene 
blue C. P. (Merck) dissolved in 1 cc. distilled water was made into the 
gluteus muscle, the patient’s bladder having previously been completely 
emptied. Following the injection the urine was collected and examined 
every half-hour for the first eight hours, and then every four hours until 
twelve hours after the complete disappearance of any traces of methylene 
blue. As soon as possible after the urine was voided it was treated with 
chloroform and agitated, the coloration of the chloroform showing the 
faintest trace of methylene blue. The chromogen reaction was shown by 
boiling after acidifying with acetic acid. The intensity of the coloration 
of the urine was graduated as, 1. yellow green, 2. bright green, 3. green, 
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4. blue green or deep green, these corresponding to the following chromogen 
reactions: I. faint reaction, 2. moderate reaction, 3. evident reaction, 4. in- 
tense reaction. For the first day of the experiment the patient was kept 
in bed, but after this was allowed to resume his accustomed mode of 
living. The diet of all patients was uniform. If urination was not spon- 
taneous the specimen was obtained by catheterization. A short abstract 
of the history of each patient is given, and full particulars of each experi- 
ment. The results are tabulated in each case and other tables give the 
results found in each group of cases. 

For the research on the elimination of potassium iodide only six cases, 
3 men and 3 women, one of each sex belonging to the three forms of de- 
mentia precox, were taken. The patient was given .2 gm. of potassium 
iodide C. P. by mouth, followed by 100 cc. of water, the bladder having 
been previously emptied. The urine was examined every ten minutes until 
the maximum reaction was shown and following every two hours during 
the day and every four hours during the night until twelve hours after 
the disappearance of any trace of iodine. At the same time the saliva 
was examined every two minutes with a paste of starch and chloroform 
with nitroso-nitric acid, and the same scale of reactions adopted as for the 
methylene blue. 

The results of this research may be summed up as follows: I. In the 
normal individual the elimination of methylene blue begins in the first 
half-hour after the injection, in four hours has attained its maximum in- 
tensity, the total period averaging 80-90 hours. The period of elimination 
is longer in women than in men. The curve of elimination is of the con- 
tinuous polycyclic type. II. In precocious dements the elimination appears 
after several hours, reaches its maximum in twelve hours, and the total 
period is prolonged in men to about 100 hours and in women to about 130 
hours. The curve of elimination is of the polycyclic discontinuous type. 
III. In relation to the three varieties of dementia precox the following 
facts are noted: (a) In hebephrenics the elimination has a rate more 
nearly normal, and more rapid than that of the two other forms. An 
intense reaction is present in eight hours and the reaction disappears in 
from 100 to 110 hours. The length of the period of elimination is but 
slightly different in the two sexes. (b) In catatonics the elimination is 
relatively much slower in beginning than in duration, the latter ranging 
from 110 hours in men to about 130 hours in women. The average be- 
ginning is in twelve hours. The maximum intensity appears in from 12 
to 24 hours. (c) In the paranoioid form the beginning of the elimination 
is more rapid than in the other forms, whilst the total period is prolonged 
beyond 120 hours with notable difference between the two sexes, 100 hours 
in men and 150 hours in women. The maximum intensity is reached in 
about 12 hours. IV. In normal individuals iodine can be detected in the 
urine ten or fifteen minutes after the administration of potassium iodide, 
and in the saliva in from six to ten minutes, reaching an evident reaction 
in both in about 25 minutes, and quickly reaching a maximum inten- 
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sity which may be prolonged for ten hours, then slowly disappearing after 
about 30 hours. The curve of elimination is continuous. V. In pre- 
cocious dements the beginning of the elimination is notably slow in both 
urine and saliva, more marked in the catatonic and paranoioid than 
in the hebephrenic. The total duration is prolonged to about 50 hours. 
The curve of the elimination varies little from the normal and is a con- 
tinuous polycycle. W. R. D. 


Contributo anatomico-patalogico e clinico allo studio dei rapporti tra sifilide 
e paralisi progressiva. Del Dotrtor Ropotro STANzIALeE. Annali di 
Nevrologia, Anno XXII, p. 353, 1904. 


‘The author’s conclusions are as follows: 1. In 100 cases of progressive 
paralysis syphilis and its sequences was present in 87, being present with 
certainty in 70 and being doubtful in 17. 2. In the 70 cases with positive 
syphilitic infection, investigation showed it to be the sole cause in 32, and 
associated with some other cause in 38. 3. Syphilis may be the sole cause 
of progressive paralysis but frequently other hereditary or acquired etio- 
logical factors are found upon investigation. 4. In every case of pro- 
gressive paralysis in which the individual has suffered from syphilis the 
cerebral arterial system shows changes which are caused by the luetic 
process. 5. Strong mercurial treatment does not materially modify the 
course of the disease. W. R. D. 


Contribution a l’étude de I’ctat du fond de l’oeil dans la paralysie generale. 
Par MM. Bricue, RAviarT ET CAupRON. L’Echo Medical du Nord, 
An. 8, p. 466, 25 Sept., 1904. 


Among 900 insane women in the asylum for the insane at St. Vincent 
23 were paretics. Ophthalmic examination of these showed lesions of the 
fundus in 18, as follows: 3 showed softening of the papilla, 11 showed 
paleness of the papilla, 2 showed a white papilla with a contour more or 
less sharp, and 2 showed white atrophy. In most of the cases the two 
eyes were not equally affected, one case showing one normal while the 
other showed a pale papilla. Patients most advanced in the disease showed 
the greatest lesions of the fundus, the two patients who showed white 
atrophy being bedridden and untidy. Of the five patients who showed no 
eye lesions, one was in a condition of remission, one was of a slow course, 
and three were in the third period. W. R. D. 


Fréquence et étiologie de la démence précoce. Par J. Crocg. Bulletin de la 
Société de Médicine Mentale de Belgique, Septembre, 1904. 


In 300 admissions the author has found 47 cases of dementia przecox, 19 
being men and 28 women. He believes that this marked difference between 
the two sexes may be explained by the fact that his patients belong to an 
intellectual well-to-do-class and that in this order of society dementia 
precox is more common in the women, while in the poorer classes dementia 
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precox is more common in the men. The age of onset of the disease is 
shown diagrammatically and is found to be highest between 30 and 35 
years for both sexes, at the same period for women, and about five years 
earlier for the men. The age of onset ranged from 14 to 53 years. Crocq 
believes that the term przcox should refer to the precocity of the dementia 
in relation to the beginning of the mental disorder and should not be 
used in relation to the age of the subject. Among the causes given are 
prolonged sorrow, intellectual overwork, traumatism, syphilis, and alcohol. 
In opposition to Deny the author believes that the two last may be exciting 
causes in a predisposed individual. He also believes that trauma may be a 
cause, four of his cases, three men and one woman, having become insane 
following trauma. He gives brief abstracts of these four cases. 


W. R. Dz 


Contribution a l’etude de la nevrose d’ angoisse. By Dr. Capcras. An- 
nales Medico-Psychologiques, An. LXI, p. 397, November-December, 
1903. 


In 1895 Freud described (nevrose d’angoisse) fear neurosis as a distinct 
syndrome characterized by the following symptoms: 1. general irrita- 
bility; 2. apprehension with crises of fear which were paroxysmal and 
rudimentary; 3. vertigo; 4. various phobias. This fear neurosis always 
had a sexual origin. Hartenburg in a later study (see review in this 
Journat, Vol. LIX, p. 175) admits the entity of nevrose d’angoisse, but 
thinks that an emotional shock is as often a cause as any sexual disorder. 
Pitres and Regis agree with the last but do not admit the entity of the 
disease. They believe that it is usually associated with neurasthenia and 
melancholia but may occur in all other neuroses and in a number of psy- 
choses. Capgras reports three cases in all of whom there was an irregu- 
lar sexual life, but he does not think that too much importance should be 
ascribed to this as an etiological factor. He believes with Lalanne that 
fear neurosis is an intermediate state between the neuroses and the 
psychoses, whose base is fear. We RD. 


Contribution a l’etude clinique des monologues chez les aliens. By Dar- 
CANNE, interne. Archives de Neurologie, Vol. XVI, p. 479, Decem- 
ber, 1903. 


The author believes that from a study of monologues of the insane t *' 
there may be derived valuable information regarding the prognosis < 
diagnosis of mental diseases. He discusses the extrinsic character, the 1 
trinsic character, the psychology, and the value from a diagnostic and prog- 
nostic standpoint. Numerous examples are given and the paper is an 
interesting one. W. R. D. 
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Mechanical Restraint and Seclusion of Insane Persons. By CHarRLes W. 
Pace, M.D. Boston Medical and Surgical Journal, Vol. CLI, p. 590, 
December 1, 1904. 


This paper was read before the State Board of Insanity Conference 
held at Boston, May 17, 1904. The author briefly reviews the work of 
Pinel, Tuke and Conolly and describes his own efforts to do away with 
mechanical restraint in the Danvers Hospital. He believes that halfway 
measures are not practicable and that mechanical restraint must be abso- 
lutely dispensed with to be successful. The gain is considerable to the 
attendants as well as to the patients, but to be successful one must be in 
earnest. The article is well worth the attention of those responsible for 
the care of the insane. W. R. D. 


Report of Two Cases of Presenile Delusional Insanity. By Joun D. 
O’Brien, M.D. Cleveland Medical Journal, Vol. III, p. 451, October, 
1904. 


The author begins with a résumé of the psychosis described by Kraepe- 
lin under the name of presenile beeintrachtigungswahn and gives histories 
of two cases which have been under his observation. To those who are 
familiar with this group Dr. O’Brien’s paper affords an excellent means of 
becoming acquainted with it. W. R. D. 
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Book Reviews 


Surgical Anatomy of the Head and Neck. By Joun B. Deaver, M.D. 
(P. Blackiston’s Son & Co., Philadelphia, 1904.) 


In a large royal octavo volume of 770 pages containing 177 full page 
plates, “nearly all drawn from original dissections” by the author, the 
publishers have gathered “those sections of Dr. Deaver’s complete work 
on ‘Surgical Anatomy’ which treat specifically of the regions which are 
of greatest interest to those practitioners who confine their work to dis- 
eases of the eye, ear, nose, mouth, throat and nervous system, etc.” The 
short prefatory note by the publishers thus explains the reason for incor- 
porating in a separate cover certain sections from the more extensive and 
already well-known volumes by the same author on surgical anatomy 
which have heretofore appeared and have been sold by subscription only. 

The general method in which the author has treated the various topics 
differs not greatly from that followed by others who have written upon 
regional anatomy in its relation to surgery. Treves’ little volume, which 
has seen so many editions, being perhaps the least ostentatious and yet the 
best known of any which has appeared in English. Dr. Deaver’s volumes 
combine some of the features of the dissector’s manual; of topographical 
anatomy and of operative surgery. The present work opens with the dis- 
section of the neck; its superficial landmarks are discussed with some 
remark on developmental processes in so far as they concern the forma- 
tion of congenital cervical fistula, the steps of the superficial dissection 
then follow, jugular phlebotomy being discussed; the dissection carried 
deeper exposes the cervical fascia, etc., and then follows a section on 
abscess of the neck; the cervical plexus is exposed and torticollis is dis- 
cussed and its operative treatment by neurectomy described; the triangles 
of the neck and their contents; the blood-vessels, aneurysm; nerves and 
the effects of their being injured; the muscles, their blood supply, inner- 
vation and action; the ligation of vessels and collateral circulation; the 
various operations of neurectomy, etc. Similarly the structure of the 
mouth, larynx, pharynx, nose and orbit are taken up, largely from an 
anatomical but also in a measure from a physiological and therapeutic 
(surgical) aspect. 

This volume, like its predecessor, as a specimen of book making leaves 
nothing to be desired. Noteworthy above all other features are the repro- 
ductions of the beautiful anatomical drawings which vie with the best of 
the recent German anatomies in perfection of detail; they possess further- 
more the most desirable feature of having the names of the individual 
structures printed at the margin of the plates, which are large enough to 
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permit this without marring in any way the beauty of the drawings or 
confusing the picture. Many of the plates present the structure consid- 
erably magnified. Some things relating to the illustrations by themselves 
are open to criticism. In a volume so large and heavy it seems almost 
unnecessary to reduplicate the plates; Plate I, for example, showing “ Lines 
of Incision for Exposure of Arteries and Nerves,” appears again as Plate 
XIII and Plate XXXIV. Plate II and Plate LXV are the same; also III 
and CLV. The size of the volume also would have been lessened almost 
one-quarter had the drawings been printed on each side of the page; as 
it is there are 177 blank pages of specially prepared paper for which the 
subscribers must pay. A statement therefore that the volume contains 770 
pages means that there are only 410 pages of context, 177 plates, several 
of them reduplicated one or more times, and 177 blank pages. It is cer- 
tainly quite unnecessary that there should be two large plates of the nor- 
mal external ear (XCVIII and CLXIII) and were it not for this feature, 
which savors of padding, the price of the volume might have been brought 
within the possibilities of purchase of medical students. 

The section on the nervous system is limited to the brain and its mem- 
branes, and is illustrated by a series of excellent plates; one of them, 
however, delineating the cortical topography is very poor and gives ex- 
ceedingly antiquated views regarding the situation of sensory end motor 
areas. 

The volume is very much better indexed than many of our anatomical 
works; thirty-four pages of reference, both to the context and to the 
plates, closing the work. 


Epilepsy and its Treatment. By Witi1Am P. Spratiinc, M.D. (Phila- 
delphia, New York, and London: W. B. Saunders & Co., 1904.) 


The fact that Dr. Spratling for the past ten years has held the position 
of Superintendent of the Craig Colony for Epileptics and his excellent 
record in that position leads us to expect much in this, his first work of 
special magnitude upon epilepsy. The present time would also seem a 
favorable one for the publication of a manual on epilepsy as none has 
been published for several years, if we except the work of Gowers. While 
Dr. Spratling has done well, a perusal of his book is succeeded by a feel- 
ing that he has not quite come up to our expectations. Perhaps we expect 
too much and look for the solution of questions which have long been the 
subject of debate, but in view of the positiveness of some of Dr. Spratling’s 
statements it would seem that we were justified in expecting much in the 
way of definite conclusions. 

There are a number of his statements which one can criticise chiefly on 
the ground that further proof is necessary, as an example may be given 
the remarks upon heredity which begin the chapter on etiology, where we 
also find the writer’s interesting but theoretical remarks on the physiology 
of the nerve-cell. 

Dr. Spratling speaks of epilepsy usually as a disease, but occasionally 
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refers to it as a symptom-complex, believes that the impairment or loss 
of consciousness and the impairment or loss of motor co-ordination are 
the essential manifestations. He firmly believes in an hereditary predis- 
position, that the individual with epilepsy was born with some defect in 
his nervous tissues, which with stress in some form constitute the essen- 
tial causes. The list of causes begins with infectious fever and includes 
emotional shock, trauma, gastro-intestinal disorders, lead poisoning, renal 
disease, heart disease, the abuse of tobacco, disorders of menstruation, 
pregnancy and maternity, masturbation, syphilis, eye strain, asphyxia by 
coal gas, together with others. In regard to tobacco as a cause the author 
somewhat naively remarks that it is worth noting, “that epilepsy ap- 
peared in all of the six cases which he had seen in which cigarette smoking 
was given as a cause, about the age of puberty and mostly in boys 
whose ancestry was not good, which two important facts, together with a 
tendency to self-abuse at this age, should cause us to be careful in ascrib- 
ing the cause to cigarette smoking alone.” It would seem proper to ignore 
it as a cause entirely when we have had heredity, puberty, and masturba- 
tion given as coexisting causes. Extreme fatigue is believed to be a cause 
of individual attacks only. The author is unable to recall a case in which 
eye-strain was determined to be the “whole cause,” a statement which is 
properly conservative. A number of other causes are given, such as pli- 
mosis urethral stricture, beestings, hypertrophy of the schneiderian mem- 
brane, etc., which might more properly and more lucidly be discussed 
under the head of peripheral irritations. 

The chapter on pathology has been written by L. Pierce Clark and 
Thomas P. Prout, who state in a foot-note that for details of some of their 
work reference should be made to their original articles. To the state- 
ments of changes described under microscopic pathology exception may 
be taken to the following: (1) That the cells of the second cortical layer 
are distinctly sensory in type. No proof of this statement is made in this 
chapter nor in Clark and Prout’s other writings. That they are content to 
describe an artefact, the abstraction of the nucleolus in section cutting, as 
a “striking” histological change seems remarkable, and the claim that this 
artefact is found two or three hundred times more frequently in cortices 
from epileptic cases than in normal tissue makes it even more remarkable. 
For if such were the case it seems strange that so striking an artefact would 
not have been reported by earlier investigators. (2) The statement con- 
cerning the invasion of the cortex with leucocytes and ascribing phagocytic 
functions of the latter may well be received with doubt, as a fairly large 
number of neuropathologists at the present time are of the opinion that 
leucocytes do not have the power of wandering about in the brain cortex. 

Criticism might be made of a number of other statements in Dr. Sprat- 
ling’s book, and especially concerning those in the chapter on the surgical 
treatment of epilepsy, but sufficient has been said to indicate the character 
of the defects, and the good in the book so far outweighs the bad that it 
seems an ungracious task to make further unfavorable comment. Typo- 
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graphically the book is attractive and the large number of illustrations, 
diagrams, and tables add materially to an easy comprehension of the text. 


W. R. D. 


On the Classification and Pathology of Beri-beri. By HAMILTON WRIGHT, 
M.D. Studies from Institute for Medical Research, Federated Malay 
States, Vol. II, No. 2. (London, 1903: John Bale Sons and Daniel- 
son, Ltd.) 


This work consists of seventy-four pages of text with three plates. Dr. 
Wright has done his work well and has made a most suggestive contribu- 
tion to an interesting subject. The classification which he adopts and sets 
out to prove is acute pernicious beri-beri, acute beri-beri, subacute beri- 
beri, and beri-beric residual paralysis. His work seems to justify this 
classification. The pathological findings in the central nervous system 
are reported at considerable length and essentially consist of varying de- 
grees of the axonal reaction. It is a pity that for the histologic study of 
the nerve-cells the tissue was not fixed in alcohol rather than in formalin 
as the descriptions of the nerve-cell changes would then be less open to 
criticism. This objection cannot be made to the finding in the peripheral 
and sympathetic nervous systems where the fixation was by alcohol. While 
Dr. Wright was unable to prove that beri-beri is caused by a specific micro- 
organism he found a bacillus in the damaged gastro-duodenal mucosa of 
several cases whose presence he regards as significant. Dr. Wright is of 
the opinion that a gastro-duodenitis is the primary lesion of the disease, 
but believes that this cannot be definitely established until the specific 
organism, which he thinks exists, is isolated. W. R. D. 


Beauty Through Hygiene. Common-Sense Ways to Health for Girls. 
Illustrated by Emma E. Wacker, M.D. (New York: A. S. Barnes 
& Co., 1904.) 


Two chapters in this well-written and timely little book are of especial 
interest to those who are called upon to treat nervous and mental dis- 
orders. They are entitled “Relaxation and Sleep” and “ Cheerfulness.” 
The advice given is sensible and the language well chosen. Every young 
girl would profit by carefully reading the whole book. 


The Forty-Fifth Annual Report of the Gencral Board of Commissioners in 
Lunacy for Scotland. (Glasgow, 1903: His Majesty’s Stationery 
Office. ) 


The report is for the year ending January 1, 1903. At this time there 
were in Scotland 16,658 insane persons, including the inmates of Training 
Schools for Imbecile Children, and of the Lunatic Department of the 
General Prison at Perth. There is so much of interest in this report that 
it is difficult to find anything of which special mention may be made, but 
probably the section dealing with lunatics in private dwellings will appeal 
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to those interested in the care of the insane who are confronted with the 
problem of caring for a larger number than the State hospitals will accom- 
modate. From the reports of Dr. Sutherland and Dr. Macpherson, who 
are the visitors to this class, the success of this plan of caring for the 
insane seems to be well established. Another point of interest is the in- 
crease of lunacy in proportion to population which has been worked out 
from 1858. The number of lunatics under the jurisdiction of the board 
since that time has increased 186 per cent. During the same period the 
population has increased 50 per cent. The proportion of insane to the 
population now stands at 250 per 100,000, an increase of 46 in the last ten 
years. The report is well worth careful perusal. 
W. R. D. 


A Non-Surgical Treatise on Diseases of the Prostate Gland and Adnexa. 
By GeorGeE WHITFIELD OvERALL. (Chicago, 1903: Marsh and Grant 
Company. ) 


This book is a plea for the use of medicine and electricity in the treat- 
ment of diseases of the prostate gland. The author is earnest and sincere 
in his purpose but has not presented his case in a very convincing manner. 
He states that diseases of the prostate are frequently responsible for 
neurasthenia, melancholia, insomnia, and other neuroses, and gives ab- 
stracts of a number of cases, apparently in proof of this, but beyond the 
mere statement that the cases recovered after treatment he gives no proof. 

The book contains so much that is good that it seems a pity that it is 
not better. From a perusal of it a person interested in the care of the 
nervous and insane is by no means convinced that he can cure any of his 
cases by treatment of the prostate nor indeed is he convinced that an 
examination of this organ is so necessary as the author would have us 
believe. W. R. D. 


Die Balkenstrahlung des menschlichen Gehirns nach frontalen Schnitten 
der rechten Hemisphare einer sieben Jahre alten Schussverlestung. 
Von Dr. A. Ricuter. (Berlin, 1903: H. Kornfeld.) 


The history of the case which has been studied in this monograph is 
first narrated quite briefly but so as to give all essentials for a proper 
understanding of what follows. The patient attempted suicide in 1889 
by shooting himself in the right side of the head. Following this he had 
paralysis of the left arm and leg, and of the bladder, which were in turn 
followed by other paralyses. Eight months after the injury the patient 
was trephined but the bullet was not found and still other symptoms fol- 
lowed. Three and a half years after the injury after having been in two 
hospitals the patient was taken to the State Insane Asylum at Dalldorf 
where he died seven years, five months and twenty days after having re- 
ceived the bullet wound. At autopsy it was found that the bullet had 
entered the right hemisphere somewhat above and behind the ascending 
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ramus of the Sylvian fussa, emerging a little above the callosa-marginal 
sulcus, entering the left hemisphere at a point about .5 cm. higher and 
being found 2 cm. from the median fissure between the first and second 
quarters of the left post-central convolution. After the necessary prepa- 
ration a study of microscopic sections of the tissues about the track of the 
bullet was made, and the findings are reported at considerable length. A 
number of illustrations add to the clearness of this part. In conclusion 
Richter reviews the work of other writers in relation to his own observa- 
tions. The work is well done and is very interesting to those working in 
brain anatomy or pathology. W. R. D. 
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Out-of-Door Treatment for Tuberculosis at the Columbus State Hos- 
pital. George Stockton, M.D. Reprinted from the Columbus Medical 
Journal, April, 1904. 

Poisoning by Wood Alcohol. Cases of Death and Blindness from Co- 
lumbian Spirits anl Other Methylated Preparations. Frank Buller, M. D., 
and Casey A. Wood, M.D. Reprinted from the Journal of the American 
Medical Association, October 1, 8, 15, 22, and 29, 1904. 

Immunity from Consumption. Cause and Treatment of Consumption. 
Cyrus L. Topliff, M.D. Reprinted from Scientific American. 

Annual Report of the Surgeon-General of the Public Health and Marine- 
Hospital Service of the United States for the fiscal year 1904. 

Dipsomania and its Treatment. William Lee Howard, M.D. Reprinted 
from the Medical News, August 6, 1904. 

A Case of Supposed Primary Tuberculosis of the Pharyngeal Tonsil. 
Donald M. Barstow, M.D. Reprinted from the Medical Record, October 
8, 1904. 

Fourth Annual Report of the New York State Hospital for the Care 
of Crippled and Deformed Children for the year ending September 30, 
1904. 

The One Hundred and Thirty-first Annual Report of the Eastern State 
Hospital of Virginia at Williamsburg for the year ending September 30, 
1904. 

First Biennial Report of the Superintendent of the Cherokee State Hos- 
pital at Cherokee, Iowa, for the period ending June 30, 1903. 

Physiologic Extirpation of the Ganglion of Gasser. Further Report on 
Division of the Sensory Root for Tic Douloureux, Based on the Observa- 
tions of Four Cases. Charles H. Frazier, M. D., William G. Spiller, M. D. 
From the William Pepper Laboratory of Clinical Medicine (Phoebe A. 
Hearst Foundation). 

A Discussion of the Surgery of Tumors of the Brain, with a Résumé 
of the Operative Records of Four Craniotomies. Charles H. Frazier, 
M.D. The American Journal of the Medical Sciences, February, 1904. 

Clinical Lecture on the Symptomatology and Treatment of Trifacial 
Neuralgia. Charles H. Frazier, M.D. American Journal of Medical 
Sciences, December, 1903. 

A Further Report upon the Treatment of Tic Douloureux by Division 
of the Sensory Root of the Gasserian Ganglion. Charles H. Frazier, M. D., 
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